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Constructive use of psychiatric 


I. INTRODUCTION 


The problem of extending truly effective 
services to the hard-to-reach, hard-to-serve 
or chronically and severely handicapped 
persons has long been recognized. In an 
effort to study the problems involved in 
serving this complex group of clients, as 
Well as to determine the adequacy of the 
resources for this group offered by exist- 
ing agencies, a combination demonstration 
and research project was begun in 1960. 
_The basic goals of the project involved 
diagnosis of current rehabilitation needs, 
determination of the extent to which these 
needs could be met, and the development 
of Proposals for improvement of existing 
Services or recommendations for possible 
new services. 

This project is supported by a grant from 
the Vocational Rehabilitation Administra- 
ton (VRA-RD-527) and 14 Chicago com- 
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munity agencies. The project, under the 
auspices of the Welfare Council of Metro- 
politan Chicago, consisted of a director, 
research sociologist, rehabilitation counsel- 
ors, medical social workers, and provided 
the services of part-time medical and psy- 
chiatric consultants. 

Referrals consisted of clients who pre- 
sented a need for which the referring social 
agency had not been able to obtain services. 

The Rehabilitation Action Project 
screened and processed a total of 315 clients 
from the fall of 1960 to the spring of 1963. 
This first three-year phase of the project 
concentrated on client service as a method 


Dr. Gunther is consulting psychiatrist for the 
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Chicago, Ill. 
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to obtain basic information about the na- 
ture and shortcomings of local rehabilita- 
tion facilities. The second phase of the 
project will emphasize the implementation 
of findings through the co-operation of in- 
terested rehabilitation agencies, 

During the client service phase, the Re- 
habilitation Action Project was able to pro- 
vide intensive service to 133 clients out of 
the total group of 315. The remaining 
182 of the $15 clients were not given in- 
tensive service by this agency for a variety 
of reasons: yet, the staff gained a lot of 
valuable experience even from the cases 
failing to receive intensive service. 133 
intensive service clients represented long- 
term disabilities with severe involvement 
and with a multiplicity of handicaps. Most 
of these clients had been known to at least 
three rehabilitation agencies (the average 
was 3.4) before coming to the Rehabilita- 
tion Action Project. A significant num- 
ber of clients had been known to more than 
a half-dozen community agencies. 

Thus, the client population represented 
a “hard core” element in the handicapped 
population, These were people who, for 
the most part, had been chronic failures 
in the rehabilitation process. In spite of 
this, the project was able to obtain the 
types of services of other agencies which 
succeeded in upgrading 53 per cent of the 
133 intensively served clients. By the term 
upgraded, we mean that a client was bene- 
fited by an improvement in either his phys- 
ical condition, his psychosocial situation 
or his vocational attainments—sometimes 
a combination of these factors. 

The 53 per cent of the clients who 
showed improyement while active with 
this agency were divided into two groups— 
limited improvement cases and significant 
improvement cases. The primary criterion 
for the significantly improved clients was 
the acquisition of meaningful employment. 
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In the initial proposal for this project, 
provision was made for the services of a 
consulting psychiatrist. It was contem- 
plated that this service (to be offered at 
the time of regularly held staff conferences) 
would involve such customary things as 
diagnosis of relevant emotional disturb 
ances, assistance in formulating appropri 
ate goals and plans, etc. In practice, the 
role of the psychiatrist developed into one 
of considerable complexity and specificity. 

The theoretical framework in which the 
consulting psychiatrist of the project 
worked was that of psychoanalytic psychol- 
ogy. This views a person’s behavior as 
the dynamic result of interaction of factors 
which operate through the medium of 
intrapsychic representations of those fac 
tors. These factors are unconscious wishes 
or drives (arising from within the individ- 
ual); the effects of previous developmental 
life experience; and finally, externally- 
based demands, prohibitions and oppor- 
tunities. The specific adjustment of an 
individual to a handicap may be studied 
and understood in this dynamic frame- 
work. 

Fifty clients were studied through the 
medium of staff conferences involving all 
of the agency’s professional personnel. The 
criterion for presenting a case to the psy- 
chiatrist was the counselor’s suspicion of 
significant interfering emotional prob- 
lems—hidden as well as overt. In general, 
the material for presentation was derived 
from two to four diagnostic interviews by 
the counselor with the client, as well as 
from background and referral data. 

During these conferences, an atmosphere 
of informality and mutual trust made pos- 
sible the free exchange of those kinds of 
observations and reactions which are usu- 
ally excluded from more formal staffings- 
Among the goals of the staffings were spec- 
ific personality diagnosis, insight into the 
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TABLE 1 
Increasingly Category Number Percentage 
Severe I 2 i 
Psychopathology 

' i 10 20 
' 
i u 2 54 
l ~~ ~ 76% (88 individuals) 
1 iv u 2 


meaning of the handicap and its role in 
the client’s life adjustment, knowledge of 
the dynamics of the current referral to the 
agency, estimation of the client's strengths 
and assets, the formation of plans, and the 
selection of services for realizing rehabili- 
tation goals. In addition, there were usu- 
ally several brief and informal follow-up 
discussions with the consulting psychiatrist 
on a majority of the clients. 


II. COMMON FACTORS IN 
PERSONALITY AND LIFE HISTORY 
OF THE CLIENTS 


lt must be recalled that this group of 
lients was staffed with the psychiatrist 
because of the counselor's suspicion of the 
presence of interfering emotional prob- 
ems. In all of the 50 cases staffed, it was 
he consulting psychiatrist's impression that 
‘arying degrees of significant psychopathol- 
gy Were present. 


Table 1 indicates the psychiatrist's classi- 
fication of the degrees of existing pathology 
of these 50 clients. The clients are classi- 
fied according to a crude quantitative scale 
designated from I to IV in which each 
successive category represents increasingly 
severe, interfering or disabling psycho- 
pathology. Grossly summarized, 76 per 
cent (38) of the clients had seriously dis- 
abling psychopathology (Grades III and 
IV). 

Table 2 illustrates the relationship be- 
tween the degree of rehabilitation improve- 
ment as evaluated by the counselors as 
well as the quantity of psychopathology. 
Although two of the people classified as 
having severe psychopathology were sig- 
nificantly helped, the over-all trend is in 
the direction of a decreasing rate of im- 
provement with increasing psychopathol- 
ogy. 

For example, 100 per cent of the indi- 


TABLE 2 
Increasing Rehabilitation Improvement 
NolIm- Limited Im- Significant Im- Total % 
Increasingly provement provement provement Rehabilitated 
Severe I 0 1 1 (100%) 
‘chopathology fo, 
q I 5 3 2 (50%) 
i I 16 8 3 (40%) 
1 
4 IV 9 0 2 (20%) 


viduals in the least disturbed group were 
evaluated as partially or completely im- 
proved cases, whereas only 20 per cent of 
the individuals in the most severely dis- 
turbed group were evaluated as improved 
cases. It appears conclusive, therefore, that 
serious psychopathology accompanies a lack 
of rehabilitation improvement in this client 
group. 

Let us examine briefly the most frequent 
psychological elements which appear in 
the history or personality evaluation of 
these clients. 

First of all, these people have a rigidity 
or restriction of defenses. They have an 
extremely fixed or limited group of reac- 
tions with which they can respond to their 
own wishes, or to the demands the world 
places upon them. Inner needs or ex- 
ternal pressures are responded to by bizarre 
denial, withdrawal, suspiciousness, help- 
less dependence, provocative manipulation 
or hostile but futile aggressiveness. There 
is some suggestion that unconscious fanta- 
sies are very prominent in the choice and 
maintenance of these maladaptive mecha- 
nisms. Significantly, their defensive systems 
lack more useful kinds of selective isola- 
tion and denial, compartmentalization and 
reaction formation. 

From the area of early developmental 
history there is strong evidence to suggest 
gross personality impoverishment. Such 
impoverishment probably arose from de- 
nied education, limited or disturbed in- 
terpersonal emotional development, and 
curtailed social-cultural-recreational oppor- 
tunity. Blandness or shallowness of affect 
and limitation of emotional energy re- 
sources are manifestations of this impover- 
ishment. The consequences to the per- 
sonality structure of this difficulty involve 
such things as faulty identifications, diffi- 
culties with reality-testing, and difficulty 
with self- and object-differentiation. Con- 
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sequently, an impression of apparent men- 
tal defectiveness was quite common. 

Many of the family histories contain 
evidence strongly suggestive of the elabo- 
ration of a disguised but complex neuroti 
relationship between the client and his 
parents or spouse. This balance seems 
to be based on hidden, reciprocal attitudes 
regarding the meaning of the handicap 
and on the problem of permitted rehabili- 
tation achievement. The two most com: 
mon signs of this situation are inappropri- 
ate over-protectiveness of the client, sug- 
gestive of guilt-rage-rejection problems, and 
inappropriate expectations of the client, 
suggestive of denial, miscommunication: 
and attitudes of narcissistic overinvestment, 

Finally, there is often a history of chronic 
failure in many different types of “help” 
plans: education, psychotherapy, voca- 
tional training, work, etc. Similarly, re- 
habilitation services of all sorts may have 
been approached, but either never were 
started properly or else ended in ultimate 
failure. The similarity of an individual's 
behavior with different types of services 
in different plans strongly suggests con- 
trol by powerful but unconscious motiva- 
tion, rather than by chance or by exter 
nally-based factors. 

In formal psychiatric terminology the 
majority of these 50 clients would be classi- 
fied as having severely reactive character 
disorders, borderline personalities or being 
ambulatory schizophrenics. Very few of 
the group would be classed as suffering 
from a mild neurosis or a simple character 
disorder. Consequently, the possibility of 
dealing successfully with such seriously 
disturbed people by acknowledging the 
physical handicap while denying the emo- 
tional disorder is extremely small. Rather, 
it may be anticipated that the personality 
difficulty would exert interference and at 
times a determining influence on any re- 
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habilitation efforts. Obviously, diagnostic 
competence in identifying the emotional 
disorder and distinguishing its effects on 
the handicapped person's rehabilitation 
efforts would seem to be an absolute re- 
quirement for any hope of working suc- 
cessfully with such persons. 


Ill, PROBLEMS IN REHABILITATION 


Despite differences in socially and culturally 
influenced patterns of adaptation, the com- 
monest psychiatric problems specifically 
interfering with rehabilitation fall into ap- 
proximately five overlapping categories 
involving progressively more severe per- 
sonality disorganization or disturbance. 
These are problems of miscommunication, 
problems derived from the reciprocal 
family neurosis, problems resulting from 
profound conflicts involving guilt or anx- 
iety, problems related to serious structural 
defect or weakness, and problems related to 
poor impulse control. Each of these groups 
may be considered from the point of view of 
the question: How is the realization of the 
requested service interfered with by the 
dynamic emotional elements characteristic 


of this particular group of personality prob- 
lems? 


0) Problems of miscommunication: The 
client’s manifest verbal request often does 
not represent what he really wants or needs. 
For instance, a client who ostensibly com- 
plies with the referral process or appears 
to be independently motivated may actu- 
ally be Tesponding to significant pressure 
from relatives to “do something.” 
_ Similarly, a client may be requesting a 
Job or some new medical assistance when 
actually he is announcing, in the only terms 
available to him, the fact that some bal- 
ance of forces within his personality or in 
S environment has begun to change, and 
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he has to do something to restore this bal- 
ance. 

For example, a deafness or a neurological 
disorder may be progressing insidiously; or 
a client may be unconsciously aware that 
an elderly relative is starting to decline. 
He may not be able to recognize the true 
change which is occurring or may be afraid 
to identify it correctly. Instead, he utilizes 
a socially acceptable form of request to 
signify that some change has occurred, and 
is affecting him. 


(2) The reciprocal family neurosis: This 
is a more complicated form of the preced- 
ing. For instance, an individual may seek 
help to comply with the apparent, verbal- 
ized expectation of the important relative. 
In reality, he is unconsciously aware that 
preservation of the neurotic, interpersonal 
balance requires that he meet the relative’s 
real but repressed expectation of him; 
namely, that he fail in any rehabilitation 
process. 

Examples of this would be the angry 
young adult woman with a mild congenital 
spastic paralysis whose parents are “‘desper- 
ately” attempting to push her into inde- 
pendence. Or the frightened young man, 
under pressure from his mother, for whom 
vocational planning never seems to be 
realizable. Another example is that of 
the passive husband whose wife seemingly 
wants nothing more than to see him return 
quickly to his status as adequate head of 
the family. 


(3) Problems of profound anxiety: This 
is related to intrapsychic rather than inter- 
personal conflict. Here the requested 
service is apparently realistically motivated 
and deeply desired. However, a successful 
outcome would threaten the individual 
with intrapsychic disaster rather than 
merely with the disruption of an important 
though neurotic relationship. 


This occurs because of the high com- 
plex defensive value which the handicap 
has come to acquire with respect to some 
problem of anxiety or guilt. Examples 
would be those individuals who unwit- 
tingly sabotage desired medical help in 
the rehabilitation process (such as diabetics, 
epileptics, and traumatic amputees). 


(4) Problems based upon seriously defective 
personality structure: Difficulties in this 
group are similar to the preceding but 
much more serious in nature because of 
the ominous structural damage to the per- 
sonality, With these individuals the ap- 
parently well-motivated rehabilitation re- 
quest is seen, after careful investigation, 
to lack a really appropriate basis in motiva- 
tion, experience, adaptive capacity or 
fundamental energy endowment, 

This inappropriateness is often not rec- 
ognized until the individual fails in his 
rehabilitation efforts, either for reasons that 
are not readily apparent or for reasons sug- 
gestive of a pseudo-mentally defective state. 
The underlying serious psychopathology 
often involves an impairment in the capac- 
ity to differentiate inner wishes from ex- 
ternal perceptions. Consequently, the re- 
habilitation request is often based on 
fantasy. 


(5) Problems of impulse control: Individ- 
uals in this group also suffer from serious 
structural defects, but the manifestation 
of this pathology is in the area of control 
rather than perception. Typically, the re- 
habilitation request is realistic, appropriate 
and internally motivated but cannot be 
completed because of an inability to set 
aside the urgent press for gratification of 
other wishes or desires. Examples would 
involve young adults who flit from job to 
job or are unable to complete reasonable 
educational or therapeutic programs. Often 
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the reasons given for the failure simply 
mask an underlying emotional state such 
as irritable negativism or boredom. 


IV. HOW THE PSYCHIATRIST HELPS 


The consultant’s work began by eliciting 
from the counselor comprehensive data 
about the history, current personality status 
and the role and meaning of the handicap. 
The previously disguised pathological per- 
sonality elements and mechanisms were 
brought out and integrated into a com- 
prehensive and dynamically specific picture 
of the client as he was “now.” Obviously, 
the interfering emotional problems could 
not be magically eliminated by consulta- 
tive advice. However, as a minimum, 
they could be recognized and taken into 
account in goal-directed planning, This, 
then, was the consultant's first attempted 
task. 

The second task was that of translation 
of the client's communicated wishes or 
request into the probable and the permis- 
sible, rather than a mere acceptance of 
the manifest request at its face value. Con- 
sequently, the counselor would frequently 
modify the client’s requests somewhat, and 
then attempt to motivate him in an ap- 
propriate manner toward related but more 
realizable goals, 

Thirdly, the consultant was able to help 
the counselor to specify the “timing and 
dosage” of activities which would be ap- 
propriate for the client to expect of him- 
self within the context of an apparently 
reasonable plan. Similarly, this concept 
of timing and dosage would be specified 
with respect to the qualities of the coun- 
selor’s attitudes toward, and quantity of 
activities with, the client at particular 
points in the process of carrying out the 
plan. i 


fhis kind of specificity demanded an ac 
e estimate of the current balance of 
and healthy forces within the 

and between the client and his en- 
ament. Obviously, such an approach 
be carried out only by a group of 
elors of considerable motivation and 
Y, and in a working context in- 
a co-operative administration, lim- 
loads and almost unlimited time; 
ity not quantity.” 


the counselors anticipate, recog- 
Or deal with the disturbing negative 
ind sometimes positive) emotion responses 
ited in the staff by the provocative, 
sive or seductive maneuvers of many 
This manipulative behavioral 
ty was recognized early in this group 
lents. Apparently, many of these 
ts had successfully frustrated previous 
s through the mechanism of induc- 
ative or disturbing emotional reac- 
in counselors, which the clients would 
utilize as a legitimate basis for reject- 
he service or failing in the rehabilita- 
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SUMMARY 

Despite crippling psychopathology, serious 
developmental damage and frequent nega- 
tive experiences with other previous re- 
habilitation agencies, a group of 50 clients 
with severe physical disabilities was up- 
graded through appropriate service. It is 
felt that the role of the psychiatric consult- 
ant was an important if not crucial de- 
terminant in this success. The consultant 
psychiatrist working with the staff of re- 
habilitation counselors enabled them to 
distinguish more readily those clients who 
could probably be salvaged. 

Moreover, they were assisted in delineat- 
ing more feasible rehabilitation goals and 
learned to recognize as well as circumvent 
the traps presented by the clients’ psycho- 
pathology, so that effective rehabilitation 
goals could be achieved. In short, the 
function of the psychiatric consultant ac- 
complished two things: first, the program 
planning for the emotionally disturbed 
clients was definitely improved; second, the 
professional skills of the staff of the agency 
were advanced by the practical educational 
experience with the psychiatrist during 
frequent and extensive staffings. 


PHILIP M. MARGOLIS, M.D. 


The role of the psychiatrist 


Early morning, September 15, 1961: a 
young American stood before a desk in 
a Ghana classroom and introduced himself 
to the students. This marked the begin- 
ning of the Peace Corps on the job. 

The essential idea of the Peace Corps 
is to place Americans in actual operational 
work in newly developed areas of the 
world. One applicant sent in his applica- 
tion form, listing as his area preference: 


Dr. Margolis is associate professor, Department of 
Psychiatry, Division of Biological Sciences, Uni- 
versity of Chicago, Chicago, Ill., and senior psychi- 
atric consultant to the Peace Corps. 


While on leave from the University of Chicago, 
he served as senior psychiatric co-ordinator for 
the Peace Corps Training Center for Latin 
America, University of New Mexico, Albuquerque, 
N. Mex. 


This paper was presented at the Annual Meeting 
of the American Psychiatric Association, held in 
St. Louis in May, 1963. 
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in the Peace Corps 


“Rome, Germany, London, Hawaii. I 
would prefer these countries because of 
their higher cultures and more scenic 
travel areas.” Some 40 countries are in- 
cluded at present and span Latin America, 
Asia and Africa. The volunteers go to these 
places to teach, to build and to work; they 
serve local institutions, living with the 
people they are helping. J 

Another question on the application 
form reads: What do you hope to accom- 
plish? One of the replies: “I need, want 
and must have a job.” The task of the 
Peace Corps is far more than “having @ 
job” or surveying a road, teaching a class, 
drawing a map. The deeds and accom- 
plishments of the volunteers are gauged 
by the attitudes and understandings created. 
Emphasis is on personal service; it is a 
people-to-people program. 

The potential trainee applies, takes €x- 
aminations and then may be invited to an 


$- to 16-week training program, usually in 
a university setting. If he survives, he 
graduates as a Peace Corps volunteer and 
goes overseas to a designated spot for two 
years. The psychiatrist plays an important 
part in every phase of this journey, and 
functions in the areas of selection, training, 
treatment and research. 

The process of selection is an intricate 
and sensitive one, beginning before the 
trainee appears at the training site and 
continuing throughout the training period. 
It embodies, at present, essentially a ra- 
tional, intuitive approach, emphasizing an 
holistic conception of the human person- 
ality, much in the spirit of Simoneit. Dr. 
Nicholas Hobbs, former director of selec- 
tion, feels that the multiple letters of ref- 
erence which attempt to appraise job 
competence, relationships with people, 
emotional maturity and probable effective- 
ness have proved most helpful (3). This 
is probably true, except for the following. 
Reference about former secretary: “She 
worked as a secretary one semester, only 
Occasional oral contact.” “Applicant ap- 
Pears to be making good strides develop- 
ing from a shy self-conscious girl into a 
persevering self-confident lad.” Past per- 
Sonal history is assuming increasing im- 
portance as a screening criterion. 

The psychiatrist is responsible for an 
evaluation of the pre-trainee or trainee via 
a psychiatric interview. He makes the 
evaluation at the request of the training 
Site staff, Washington, or in some cases, 
self-referrals. In conjunction with the 
Medical consultant and sometimes with a 
Second Psychiatrist, he may recommend a 
Psychiatric rejection of the trainee. He 

ctions as a member of the mid and 
Pi Selection boards, an advisory body to 
e€ selection officer. 
Be etic Selection criteria are still 
what variable but the important fac- 
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tors presently assessed are: the sense of 
reality, lack of incapacitating symptoms, 
impulse control, maturity level, the quality 
of relationships, tolerance to stress, and, 
perhaps most important, motivation. Psy- 
chopathology, character structure and gen- 
eral ego functioning are appraised. The 
strength and adequacy of the ego defense 
structure are crucial. Neurosis is not nec- 
essarily a cause for rejection; rather, it 
depends upon the nature of the particular 
neurotic mechanism and whether or not 
it interferes with consistent ego function- 
ing. 

Motivation is difficult to define and 
measure, At its best it represents a com- 
bination of self-seekingness and a desire 
for service. Hobbs describes the volunteers’ 
motivation as a fortunate converging of 
idealism, tough-minded disenchantment 
and intellectual adventuresomeness. One 
volunteer wrote me from Malaya that he 
hoped he fulfilled the three requirements 
that he thought should characterize a 
volunteer: To be altruistic and patriotic, 
to be able to accept the realities and 
limitations of life overseas without dis- 
illusionment, and to have an inquiring 
mind. It is clear that the psychiatrist must 
find a way to measure the sustained motiva- 
tion of the volunteer, his “staying power.” 

The psychiatrists have ruled out most 
psychoses, acting-out character disorders, 
current active phobias or obsessions and 
compulsions and organic brain syndromes. 
Essentially, the psychiatric evaluation takes 
into account the welfare of the individual 
himself as well as the welfare of the Peace 
Corps. Two questions need to be an- 
swered (1) “Will he be good for the Peace 
Corps?” (2) “Will the Peace Corps be 
good for him?” 

My impressionistic view of the men and 
women who are being selected is that they 
are surprisingly “normal,” albeit somewhat 
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defensive and champions of unpopular 
causes. They want to be affiliated with 
and identified with a group, and the group 
formed is a most cohesive one whose mem- 
bers are quite supportive of one another. 
The Peace Corps seems to attract a reason- 
able supply of sociable, gregarious people, 
both leaders and followers, and some 
“loners.” A moderately skilled “all- 
around” person appears to be more suit- 
able than one superbly skilled but only in 
one craft. 

The “successful” volunteer may be like 
psychologist Morris Stein’s Type III, which 
he calls “achieving-affiliative.” This type 
of individual aims to get things accom- 
plished, needs to be in control of the 
situation, sees himself as confident and 
reliant. He “gives higher priority to ful- 
filling goals than to satisfying his impulse 
life.” He does all right in unexpected 
situations, reacts to frustrations as chal- 
lenges rather than as dirty tricks. Type 
III comes close to Dr. Roy Grinker's (2) 
homoclites, who exhibit “goal-seeking 
rather than goal-changing behavior lead- 
ing to concern for success at what one 
chooses to do rather than ambition for 
upward mobility.” The volunteer’s ambi- 
tion is to do “the best I can.” 

The training program provides the 
volunteers with a basic educational experi- 
ence (someone has called it an applied 
liberal adult education). It includes 
among other things a study of language, 
American history, political science, physi- 
cal education, specific technical skills and 
health education. The psychiatrist is in 
charge of that aspect of training known 
as mental health education (also called 
just plain mental health, mental hygiene, 
a psychological support series, etc.). What- 
ever the title, it usually consists of a 90- 
minute lecture and question period fol- 
lowed in the next few weeks by a series of 
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small group seminars (not over 12 per 
group), which meet 3 or 4 times for an 
hour each. 

The mental hygiene training program 
centers around the topic of potential stress 
overseas. The seminars are often bull 
sessions, sometimes utilize role-playing and 
a frank discussion of anecdotal experiences 
taken from the “here and now” of the 
training experience or previous overseas 
situations. One of the most intriguing 
methods to me is that contributed by Dr. 
Lester Libo, who utilizes the concept of 
leaderless groups for the purpose of assess- 
ment. Six to eight trainees are given a 
topic and discuss it (and other topics) for 
an hour or so without the active participa- 
tion of the psychologist. A somewhat modi- 
fied technique for training purposes would 
be useful. 

The program stresses ventilation cathar- 
sis, legitimization of feeling, anticipatory 
guidance, and the various “coping 
methods” of the individual. Current pre- 
occupations, the reality of life in the train- 
ing situation, and a capitalization on the 
expectable crises of overseas life make up 
the general content. 

Examples of specific content material 
from the Malayan Project: sheep's eyes are 
served as a delicacy. How would you 
handle an occasion like this in a Malayan 
home? Nurses act as the assisting surgeon 
in some operations. The students arè 
bright but their diffidence and politeness 
are a little disconcerting. A teacher's 
ability is judged on the basis of how many 
of his students pass the examination. 

Sex has not been a popular topic for 
open discussion, but it should be. Reports 
from the field indicate that supporting the 
trainees’ suppressive and repressive me 
chanisms is contraindicated. I think one 
of the reasons that trainees do not wish to 
talk about their sexual thoughts and feel 


ings, at least with the psychiatrist around, 
is that they are afraid they will be selected 
out.” I would recommend a forthright, 
factual and probably emotional discussion 
of issues of potential or actual concern: 
the nature of sexual impulses, prevention 
of venereal disease and pregnancy, cultural 
variations and sublimative techniques. I 
am not suggesting a Peace Corps policy on 
sex. Rather I am proposing more defini- 
tive use of the mental hygiene training 
seminar for a delineation of sexual prob- 
lems. 

Culture shock is given some emphasis. 
Dr, Gerald Maryaonoy, former associate 
Peace Corps representative in Malaya, 
aptly describes it: “Culture shock is not 
a ‘shock’ in the sense of an immediate 
trauma of new and unexpected sensory ex- 
perience—strange sights, sounds, smells, 
etc. It arises from continued negative re- 
action to operating in strange environ- 
ments, to frustrations arising from different 
cultural demands as to performance 
whether in personal or professional life.” 

It is clear then that there is far more 
to training than providing the potential 
volunteer with the specific facts. It is really 
B question of developing attitudes, a sen- 
sitivity to the facts. In spite of his prepa- 
tion, the volunteer may experience certain 
untoward emotional reactions (especially 
anxiety and depression) once he actually 
begins to live and eat and work in the host 
country. 

Dr. Joseph English, chief staff psy- 
chiatrist, tells of a common problem— 
a volunteer is invited to a family’s home 
for dinner and sitting on the table is a 
Pitcher of water he knows has not been 
boiled. Dysentery is rife in many of these 
countries; you cannot drink untreated 
Water. One girl who ran into this situa- 
TA was carrying iodide tablets, as we 

8Best. Before dinner she managed to 
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get to the dining room alone and slip one 
of the tablets into the pitcher. Then, 
to her horror, she watched the water turn 
orange. When her host came in he yelled 
at the maid for serving dirty water, emp- 
tied the pitcher and poured more water in. 
She somehow managed to convince her 
host she was not thirsty. 

It is ironic and unfortunate that when 
the volunteer gets overseas, he often loses 
the support, group and individual, that 
he enjoyed at the training site. I would 
hope that the training program can be 
continued overseas, with meeting places 
provided, where volunteers can get together 
at regular intervals to exchange thoughts 
and feelings with each other and with 
Peace Corps staff. 

With regard to Peace Corps staff, the 
Peace Corps representative and the Peace 
Corps physician are key people overseas, to 
whom the volunteers turn for support. I 
feel the that the psychiatrist needs to par- 
ticipate in a comprehensive training pro- 
gram for Peace Corps representatives and 
Peace Corps physicians, geared (much like 
the volunteers’ seminars) to an understand- 
ing and the handling of crisis situations 
and emotional difficulties. 

The main functions of the psychiatrist 
thus far have revolved around selection 
and training at the training site. Because 
the trainees have no interest in declaring 
themselves psychiatric patients and possi- 
bly no desire to obtain “mental health 
training,” the goals of trainee and psychi- 
atrist could conffict. For this reason, the 
psychiatrist may have some adapting to 
do himself. He must met the trainees and 
staff on their ground, not his. He must 
see how best he may fit in to maintain the 
equilibrium of a kind of loosely knit so- 
cial system at the training site. It has 
been my experience that there may be 
mutual anxiety at first. However, if the 
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psychiatrist's role is clear, the tension 
diminishes. 

More recently the role of the psychiatrist 
has expanded into the areas of treatment 
and research. 

The psychiatrist is available for emer- 
gency referrals in crisis situations. Join- 
ing the Peace Corps is in some cases the 
result of, or the manifestation of, a per- 
sonality identity crisis. Life purposes and 
goals may be obscure, and some trainees 
may need help in resolving specific issues, 
even if this means resigning from the 
Corps. When a trainee resigns or is re- 
jected for psychiatric reasons, a psycho- 
therapeutic interview is sometimes helpful. 
In these instances, a recommendation for 
psychiatric treatment may be made and 
the psychiatrist can actively help motivate 
the now former trainee to undertake 
therapy. A few trainees whom I have 
“separated” for psychiatric reasons were 
at first quite angry with me, but in each 
case I have heard from them by letter a 
few weeks later and four of them are now 
in psychotherapy in their home commu- 
nities. Continued communication by letter 
for a time is worthwhile in some instances. 
Essentially, then, the treatment function 
of the psychiatrist (especially at the train- 
ing site) consists of intercession, giving 
support, and then quickly getting out. 

When a volunteer goes overseas, the op- 
portunity to maintain communication with 
the training site, Washington, and with 
one another needs to be provided. If and 
when it is provided there is some evidence 
that the volunteer emerges as a better 
adjusted, happier person. In my opinion 
communication is the most important in- 
gredient to prevent distressing symptoms 
and to facilitate integration of the volun- 
teer overseas. Three methods of commu- 
nication appear feasible: personal contact, 
a newspaper, and letters. There is no sub- 


14 


stitute for personal contact, and we are 
proposing that the psychiatrist and the 
volunteer get together “in the field.” To 
realize these plans, the Peace Corps could 
hire a psychiatrist for the role of regional 
mental health consultant. In the mean 
time correspondence between volunteer 
and psychiatrist has proved useful. 

An engineer wrote me that he had to 
wait three months for materials that would 
enable him to help build a bridge. He 
began to wonder: “Do they really need 
engineers here after all?” Often the volun- 
teers are concerned with whether they are 
fulfilling their aspirations. In most coun- 
tries, inertia is a problem and progress 
slow. Americans like to initiate new ideas 
and then see the results. The Peace Corps 
volunteer has to be satisfied with less no- 
ticeable effects. After some correspondence 
on this topic my engineer friend was able 
to wait, moved on to other things, and 
finally even got his bridge built. 

The Peace Corps is providing an oppor 
tunity for the optimal functioning of social 
psychiatry. Up to now psychiatrists have 
been participating in a service-oriented, 
action-oriented program. It is time that 
he take advantage of the opportunity ac 
tively to undertake scholarly research. It 
is important that he be able to verify, 
clarify and alter his impressions of the 
past year. 

The Peace Corps is like a bumblebee— 
scientifically proved to be unable to fly. 
However, it is flying, and Dr. Joseph Col- 
men, director of research, is initiating 4 
two-pronged attack to find out why and 
how, which includes: (1) A study to vali- 
date section techniques, and (2) An attempt 
to relate effectiveness in training with ef 
fectiveness in overseas work. 

Largely by psychiatric interviewing tech- 
niques and evaluations, psychiatrists ca” 
participate in these studies. Certainly 


those volunteers who have had to return 
to the states prematurely need to be re- 
viewed. 

In fact, psychiatrists Captane Thomson 
and Joseph English have just completed 
a study, in which they found that as of 
March 1, 1963, returnees numbered only 
116 out of the total of 4,000 volunteers 
serving in 43 countries in the first 18 
months of operation. Of the 116, 20 are 
medical returnees, and 12 have been rated 
as psychiatric. Diagnostically, 3 were 
classified as transient situational reactions 
and 1 as an acute schizo-affective disorder. 
These cleared completely and spontane- 
ously upon their return. There were 6 
depressions and 2 schizoids, 1 of whom was 
also phobic. 

The Peace Corps is not only stimulating 
hitherto latent capacities but is also creat- 
ing them. Psychiatrists, through the years, 
have been more concerned with catabolism 
and pathology than with the anabolic 
phase, with healthy growth and develop- 
ment. Since there is some evidence that 
the volunteers’ training and overseas ex- 
perience may have a_character-building 
value, it would appear that the psychiatrist 
ought to move into the laboratory of men- 
tal health. 

Dr. Robert Glen, a psychiatrist at the 
University of Texas, finds it difficult to 
apply classical psychiatric theories when 
evaluating members of the Peace Corps. 
His personality assessment studies revealed 
that some trainees (out of 300 studied) 
should have been sick, but were not. At 
least they were able to adapt to stressful 
circumstances and functioned well. As 
Psychologists William Schofield and Lucy 
Balian suggest: “It seems necessary that 
Wwe turn some of our research energies to- 
ward a discovery of those circumstances 
Or experiences of life which either con- 
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tribute directly to mental health and emo- 
tional stability or which serve to delimit 
or erase the effects of pathogenic events” (1). 

Finally the psychiatrist interested in 
group dynamics can study a “captive” 
group, an ideal setting for research of the 
communication process. I would also 
strongly recommend that psychiatric resi- 
dents rotate through one of the training 
programs, spending time at a particular 
project site. At present, a resident from 
Massachusetts General Hospital is spend- 
ing six months at Peace Corps headquarters 
in Washington. 

The Peace Corps has “come of age” and 
so has the role of the psychiatrist in it. But 
new challenges are ahead and the closest 
is the so-called “re-entry problem,” when 
the first volunteers return to the states. 
It is actually preferable to use the term 
“completion of service,” to distinguish the 
volunteers from astronauts returning from 
outer space. 

The volunteer who has completed his 
two-year obligation will be separated be- 
fore he returns from the field. There is 
some evidence to indicate that the psy- 
chiatrist will be useful in three ways near 
the time of separation: (1) To act as a con- 
sultant for Peace Corps staff; (2) To be a 
coleader with another staff person in sev- 
eral group sessions (completion confer- 
ences) of all the volunteers; and (3) To 
see individual volunteers in an evaluative 
or treatment interview if necessary. 

When Sargent Shriver, director of the 
Peace Corps, was in India a little over a 
year ago, he met a spirited woman associ- 
ate of Ghandi, named Asha-devi, who 
said to him: “Yours was the first revolu- 
tion. Do you think young Americans 
possess the spiritual values they must have 
to bring the spirit of that revolution to 
our country? There is a great valueless- 
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ness spreading in the world and in India 
too. Your volunteers must not add to 
this. They must bring more than science 
and technology. They must be carriers 
of your best values and ideals. Can your 
Peace Corps touch the idealism of America 
and bring that to us?” I do not know 
what Mr. Shriver’s answer was then. I 
do know that the psychiatrist in the Peace 
Corps today is helping to answer the ques- 
tion in the affirmative. 
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The integration of community 


psychiatry training in a 


traditional psychiatric residency 


Community psychiatry is a difficult-to-define 
area of psychiatric knowledge and practice 
which is receiving increased public at- 
tention. 

The Joint Commission Report on Men- 
tal Illness and Health (2) and other ap- 
Praisals of the community's need for psy- 
chiatric services at the national, state and 
local levels have resulted in vigorous de- 
mands that psychiatrists relate to the com- 
munity in a different and broader fashion 
than in the past. National and local 
Organizations, both political and social, are 
making perplexing requests in which they 
are uncertain about what they want and 
the psychiatrist is uncertain about what 
he can provide. The history of this in- 
teraction suggests that productive collabo- 
Tation is difficult, but some psychiatrists 
are responding effectively and comprehen- 
Sively. In those instances where appropri- 
ate requests have been made and appro- 


priate responses given, the programs 
established have been both useful and 
satisfying. 

Psychiatrists function in relationship to 
the community in various ways. An ex- 
amination of these functions is necessary 
to appraise the task confronting the psy- 
chiatric residency as it attempts adequately 
to prepare the psychiatrist. For purposes 
of discussion, three possible modes of 
functioning in relationship to the com- 
munity will be considered. 

1. The community psychiatry special- 

is—The community psychiatry spe- 
cialist is an individual who plays a 
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partment of Psychiatry, Division of Biological Sci- 
ences, University of Chicago, Chicago, mi. 
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Training in Community Psychiatry held in Chi- 
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leadership role at national, state and 
local levels in the conceptualization, 
development and operation of pro- 
grams. He is concerned with the 
prevention and treatment of mental 
illness at all levels, He establishes 
programs of positive mental health 
(primary prevention), of early case- 
finding and rapid treatment (second- 
ary prevention), and of treatment 
and rehabilitation in chronic psychi- 
atric illness (tertiary prevention). 
Training programs for community 
psychiatry specialists are still in their 
developmental phases. However, in a 
few centers, programs of specialized 
training have been developed. These 
programs are usually for psychiatrists 
who have completed two or three years 
of psychiatric residency training and 
are usually two or more years in dura- 
tion. They involve theory, research 
and practical experience in community 
psychiatry. A similar but slightly 
different type of training has developed 
in other training centers where the 
advanced resident may spend six or 
twelve months of supervised experi- 
ence in a community setting. 
Part-time community psychiatry prac- 
tice—Many psychiatrists now spend a 
regular part of their work week in- 
volved in activities which are directly 
related to the community. For most, 
the experience is in an organization 
engaged directly or peripherally in 
providing diagnostic and therapeutic 
services. The time commitment for 
the psychiatrist often amounts to a 
half-day or a day each week. Exam- 
ples of such activities are consultation 
positions with social agencies, schools, 
halfway houses, psychiatric hospitals 
and courts. For many psychiatrists 
in private practice these consultation 
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positions are a welcome relief from 
their usual working day. The work 
is challenging and interesting and 
offers a change from individual psy- 
chotherapy. 

The primary consultation goal may 
be patient-oriented, as in direct diag- 
nostic interaction with the patient 
it may be staff-oriented, as in the edu- 
cation and supervision of staff; or it 
may be program-oriented, as in con- 
sultation about the establishment and 
operation of a program of evaluation 
or treatment. The psychiatrist, func 
tioning in this way, is primarily con- 
cerned with matters of secondary and 
tertiary prevention and does not as 
often become directly involved with 
problems of primary prevention, An 
exception may occur in smaller com- 
munities where the psychiatrist may 
be one of the primary resources for 
knowledge, training and experience 
in dealing with individual and social 
factors which foster or maintain com- 
munity mental health. 

In many consultations the goals 
involve staff education and develop: 
ment. Improved diagnosis and treat 
ment of the individual patient is usu: 
ally an incidental gain, Training for 
this type of community psychiatric 
functioning is, to some degree, in 
cluded in most residency training pr 
grams. However, training is some 
times inconsistent and it is often poorly 
supervised. In many departments 1t 
is thought to be of secondary impor 
tance to the primary goal of training 
psychiatrists for the dynamically ot 
ented practice of individual psycho 
therapy. 


. The informed citizen—Traditionally 


psychiatrists have been reluctant t 
express opinions about psychologic and 
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social matters which concern the com- 
munity as a whole, Although psy- 
chiatrists should not be required to 
do so, they could be better-prepared 
to express intelligent opinions about 
a variety of community problems. Ex- 
amples of such matters could include 
current social issues like urban re- 
newal, refugee resettlement, racial 
discrimination, population changes, 
school dropouts, the incidence of di- 
vorce and illegitimate pregnancy. 

The informed psychiatrist may help 
to mold and direct public opinion in 
ways that he believes to be productive. 
However, in doing so, both he and 
the community must be cautious that 
he is regarded only as an informed 
citizen and not as an expert who has 
final answers. Most residency train- 
ing programs do relatively little train- 
ing in this area except as it occurs 
incidentally in the course of other 
activities. 

Training in community psychiatry in 
general residency training programs should 
be directed primarily toward preparing 
the psychiatrist for possible functioning 
as a part-time community phychiatrist. To 
a lesser extent, attention should be given 
to the creation of informed citizens. Most 
Psychiatrists will not expect or be expected 
to act as community psychiatry specialists. 
Training for community psychiatry special- 
ists should continue to be in postresidency 
periods. 


THE PROBLEM 


In a summary of a survey of the chairmen 
of medical school departments of psychi- 
atry in the United States, Goldston (1) has 
indicated certain critical issues which cur- 
rently face medical schools in their en- 
deavors to develop and expand training 
activities in community psychiatry. Sev- 
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eral major concerns are apparent. These 
concerns include staff, budget, time, space 
and course content. However, one of the 
most important factors is psychologic. The 
resident's interest (and sometimes staff in- 
terest as well) is difficult to stimulate and 
maintain. Residents have a predetermined 
set toward psychoanalytic type practice and 
one-to-one psychotherapy. Teaching and 
supervisory staff often tend to foster this 
set. Community mental health activities 
hold a low place in the psychiatric hier- 
archy as compared to individual psycho- 
therapy, academic psychiatry or research. 

Goldston states, “Residents frequently 
have the notion that community psychiatry 
is practiced by psychiatrists who are far 
less able and less ‘dynamic’ than the psy- 
chiatrists with private practices or the re- 
search psychiatrists.” 

Ozarin (8), commenting on her expe- 
rience in two workshops on community 
psychiatry where she trained 51 psychiatric 
residents from 13 training programs states: 
“It appears that residents are presently 
receiving only limited information about 
and exposure to community psychiatry.” 

It is sometimes difficult to convince train- 
ing program directors and residents that 
this psychiatric area is as important as 
any other aspect of psychiatric residency 
training. Training programs may under- 
estimate their potential for this training 
and may fail to recognize that psychiatric 
practice, whether private, academic or re- 
search, involves the use of many principles 
which are also relevant in dealing with 
the community. 


THE SOLUTION 

Some of these problems can be resolved 
by taking advantage of the opportunities 
presented currently by most psychiatric 
residency programs. Many aspects of com- 
munity psychiatry may be taught and ex- 
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perienced within the framework of exist- 
ing programs, However, the emphasis may 
need to be altered and currently available 
opportunities may need to be exploited. 
The resident may be well-trained in com- 
munity psychiatry principles and practice 
without substantial modification in the 
structural organization of his current train- 
ing program. The psychiatric resident's 
community experiences follow a period of 
intramural introduction which is a regular 
part of training. 

In the beginning the new resident needs 
time to develop his professional identity 
and skills. This intramural plan not only 
permits but also facilitates this process. 
It enables the resident to develop skill 
and knowledge in community psychiatry; 
at the same time he acquires other types 
of skill and knowledge, A community 
attitude and interest does not need to be 
superimposed later but starts from the be- 
ginning. 

The essential principle is that learning 
and experience obtained in one setting 
are transferable to other settings. For 
example, taking the usual intramural ro- 
tation as a focus, we shall demonstrate that 
many opportunities are already present 
for teaching community psychiatry in the 
traditional residency training program. In 
discussing this training process the need 
for training in individual psychodynamic 
and biologic understanding will be largely 
ignored. However, a well-organized and 
excellent resident training program will 
provide extensive training in these para- 
meters as well as the parameters considered 
in this communication. 


A PROGRAM FOR TRAINING IN 
COMMUNITY PSYCHIATRY 


The traditional psychiatric residency con- 
sists of a series of experiences usually ac- 
quired while rotating through four types 
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of services. These services include 
patient, consultation or liaison, outpatie 
and child psychiatry. In this paper 
shall focus primarily on the inpatient an 
consultation services. Outpatient 
child psychiatry services will be dealt 
in a briefer fashion. 

1. The inpatient service—One of 
outstanding changes in psychiat 
knowledge and practice during tht 
last 15 years has been the tendency t 
view the inpatient service as a sm 
community. As such, it becomes 
miniature representation of the large 
community in the external world, 
formation about the function of th 
small community is transferable wil 
many similarities and some differend 
to the external community. 

For example, the ward community 
usually emphasizes communication 
interpersonal and group dynamics 
and sharing responsibilities. It H 
organization and structure. There ii 
a hierarchy of leadership, a system 0 
authority, and a method for decision 
making. Many of the intricacies ane 
difficulties of administration may 
demonstrated by observing this com 
munity over a period of time. 

An inpatient service is establishe 
for the purpose of treating individual 
with serious psychiatric illness. In th 
process of evaluation and diagnosis 
these individuals are found to repre 
sent family pathology which may bé 
less severe than, similar to, or more 
severe than individual pathology: 
Staff of an inpatient service quickly 
become aware that a casefinding and 
treatment program is essential for the 
family if the patient’s hospitalization 
is to lead to long-term health and 
productivity. 

The resident, in the process of ap’ 
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praising the individual and his family, 
must learn to use not only data he 
has gathered, but also data gathered 
by others, These professionals (nurses, 
aides, occupational therapists, social 
workers, psychologists and others) con- 
tribute general information and under- 
standing, but they also present data 
which are unique to their own special 
background and skills. The resident 
learns to work collaboratively with 
this team. He sometimes occupies a 
position of leadership but importantly 
he also learns how to be a team mem- 
ber. He organizes and integrates in- 
formation collected in such a way 
that it becomes useful to the entire 
team and leads to a collaboratively 
determined treatment program. Many 
of these skills are transferable to the 
community since much of the psy- 
chiatrist’s functioning in the commu- 
nity is strikingly similar. 

Usually the patient enters the unit 
at a time of personal and familial 
crisis. If the patient's behavior is very 
disturbed, or if several patients are 
admitted near the same time, the in- 
patient service may be in crisis as 
well. Individually and collectively de- 
pending on their own personalities 
and skills the staff responds more or 
less productively to these crises. The 
individuals and the group react within 
the structure and the organization of 
this small community and modify it 
or are modified by it. The resident 
observes and participates in a series 
of “critical incidents.” He learns how 
to deal with them as an individual 
and as a part of a group. The social 
organization is in a dynamic state of 
equilibrium, constantly changing as 
elements within it change. The resi- 
dent has an opportunity to see authori- 
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tarian, democratic and laissez-faire 
interaction and to learn which may be 
useful by whom under what circum- 
stances. 

The resident also learns to deal with 
and utilize interested nonprofessionals, 
Volunteers, other untrained personnel 
and students in training have an im- 
pact on the patient and the unit. 
They need assistance in understanding 
disturbed behavior and may need su- 
pervision by the resident. Patients 
too are frequently noted to be thera- 
peutic to one another; sometimes they 
are anti-therapeutic. Attention to the 
factors underlying the effective use of 
nonprofessionals and other patients in 
the hospital becomes valuable in the 
community, where the problem of the 
utilization of the untrained person is 
an ever-present one. 

In the latter phases of hospitaliza- 
tion of individual patients, the resi- 
dent plans for the use of community 
facilities for the ongoing welfare of 
the patient and his family. He plans 
a program in which he influences the 
individual's environment in whatever 
way possible to provide a favorable 
atmosphere for the patient's ongoing 
functioning. These “pathway” or 
“transitional” organizations include 
facilities such as day and night hos- 
pitals, outpatient clinics, brief sup- 
portive clinics and organizations and 
social agencies. They represent “in- 
between” facilities and operate to 
handle patients who are moving in 
both directions between the 24-hour 
hospital and the community. In order 
to administer and facilitate these com- 
ings and goings, the psychiatric resi- 
dent must learn to deal with a segment 
of community psychiatry. 

The inpatient service often offers 
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an introduction to the interrelation- 
ship of psychiatry and the law. The 
court sends cases for evaluation. The 
psychiatric resident participates in the 
process of diagnosis in commitment 
and criminal cases, He has the oppor- 
tunity to appraise the values and the 
difficulties of this type of consulting 
relationship and learns to commu- 
nicate psychiatric findings to intelli- 
gent but unsophisticated laymen. 

Psychiatric emergency services are 
usually associated with full-time hos- 
pitals. The emergency tests the spon- 
taneity, skills and resources of the 
resident under stress. The emergency 
service is often a service of its own, an 
acute, short-term unit demanding 
quick decisions and appropriate dis- 
position. The resident learns to deal 
with the family, the police and others 
under trying circumstances and to in- 
tervene in such a way as to produce 
change in the patient and others in- 
volved in the crisis situation. In the 
emergency he must abandon the sup- 
ports and controls of the hospital and 
its personnel for a situation where 
there are limited physical and per- 
sonal resources. Too often such serv- 
ices are unsupervised. The opportu- 
nity to share these anxiety-provoking 
experiences with one’s colleagues and 
with an experienced supervisor facili- 
tates the integration of the techniques 
and methods optimumly used and of- 
fers an opportunity to examine one’s 
own behavior under the stress of crisis. 
Mistakes become learning experiences 
rather than the beginning of mal- 
adaptive modes of behavior. 

In many training programs another 
type of emergency service is now being 
established. Individuals and families 
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in crisis may be visited by a team 
whose functions are to sort out the 
meaning of the crisis, to understand 
its origins, and to find short- and long. 
term solutions. Such a team, fre 
quently representing an inpatient serv- 
ice, may be composed of two or more 
people from several different speciali- 
ties. The participants are often the 
psychiatric resident, a social worker 
and a nurse. Sometimes the nurses 
involved are public health or visiting 
nurses and the resident thereby estab- 
lishes contact and acquires increased 
understanding of another professional 
working in the community. He learns 
to prevent or to facilitate hospitaliza- 
tion and participates in problem- 
solving at the level of its origin. 
The consultation or liaison service— 
The consultation or liaison service 
offers the resident an opportunity to 
acquire experience in psychiatric con- 
sultation with patients on an indi- 
vidual basis. The consultation is 
oftentimes not requested until a crisis 
situation has evolved. These crises are 
usually interpersonal, Communica- 
tion difficulties between the patient, 
his doctors, his hospital attendants 
and his family are the rule. The psy- 
chiatrist becomes a diagnostician who 
not only attends to the individual pa 
tient but also to the people who 
surround him. Usually these sur 
rounding people feel helpless and im- 
mobilized, even though they want tO 
be of assistance to the patient. 

The psychiatric resident often finds 
a reluctant or hostile patient, a doubt- 
ful staff and a suspicious family. Fre 
quently there has been preoccupation 
with physical illness prior to his ar- 
rival, and the small group involved 
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may find it difficult to give up this 
idea. The psychiatric resident must 
reach his conclusions quickly and ac- 
curately, must appraise the capacities 
of all involved to make use of them, 
and then must transmit his recommen- 
dations in simple and understandable 
written and verbal communications. 
He influences the behavior of the staff 
and family who surround the patient, 
often without their being aware of his 
influence. Above all, the resident 
learns to function in a questioning, 
uncertain and sometimes hostile en- 
vironment. If successful, his behavior 
leads to anxiety reduction and the en- 
tire small group begins to function 
more effectively. 

Following his initial visits the psy- 
chiatrist frequently continues to par- 
ticipate in the patient's care either in 
a central or peripheral fashion. He 
learns to function as an adviser, but 
not as the person who determines or 
controls the course of treatment. He 
works with doctors and other staff 
who may be limited in their psy- 
chologic knowledge and understand- 
ing and he must learn to accept their 
Occasional inability or refusal to fol- 
low his advice. 

Many of the patients seen in con- 
sultation are not amenable to ordinary 
inpatient or outpatient psychothera- 
peutic techniques administered by a 
Psychiatrist. However, most of them 
can be helped by optimum use of 
medical and community facilities. 
The resident is provided with another 
Opportunity to learn about the or- 
ganization of community services and 
resources. He learns to appraise 
which doctors can do what sort of 
things psychotherapeutically and how 


DANIELS AND MARGOLIS 


to communicate with them about what 
should be done. At the end of a diag- 
nostic evaluation or a therapeutic 
course, the patient is often referred 
back to the physician who originally 
referred the patient. At these times 
the resident has the opportunity to 
communicate with physicians away 
from the hospital and university set- 
ting. Often these communications can 
be illuminating about the realities of 
life in the community. These family 
physicians can be of great assistance 
in ongoing comprehensive patient care. 

The resident has acquired experi- 
ence in the psychiatric consultation 
both with individuals and with staff. 
He has become accustomed to evalu- 
ating a crisis and communicating 
about what can be done. He obtains 
experience in appraising the capaci- 
ties of those individuals less trained 
than himself and communicates with 
them to the degree that they can make 
use of it. He learns to deal with sus- 
piciousness and hostility and to help 
others to overcome denial of illness 
and a variety of other difficult to man- 
age behaviors. Finally, he participates 
in care as a subordinate member of 
a team and assists in future planning. 
All of these functions are quite similar 
to the psychiatrist's function in many 
phases of community activity. 


. Outpatient and child psychiatry serv- 


ices—The task of the traditional out- 
patient clinic is the “conscientious 
teaching of comprehensive diagnosis 
and individual psychotherapy.” Train- 
ing in community psychiatry is en- 
hanced by the supervisor-supervisee 
system, whereby the interrelationship 
between resident and supervising psy- 
chiatrist is employed as a teaching 
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velopment, of family structure 

dynamics and of the effect of social 
institutions like schools is essential for 
effective e Essen- 
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this pair. These tasks may be suo narisal 
for the first-year resident as follows: (I) 
The acquisition of specific knowledge 
about psychopathology, its causes, its mank 
festations and its treatment; (2) An u 
standing of the dynamics of human be 
havior; (3) Increasing the capacity for 
self-observation; and (4) Acquiring a pre 
fessional identity. 
Supervisors focus on areas that they feel 
are important and/or on areas where they 


the patient is treated. Although 
visors coming from outside may offer a% 
vantages in a few areas, it is difficult for 


sultation services. If the entire focus 
on psychotherapeutic interaction, the 
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may foster the resident's precon 

that individual therapy is the most 

t hour in the day for his patient. 

broader base is indicated for super 

Wiles. Attention to social and interper- 

eel factor, small group and family 

ewe and comprehensive environmen 

planning may seem to increase the com 

of the task for the individual 

hor. However, in the supervision 

the treatment of the relatively sick pa 

of families, of small groups and of 

m therapy, the supervisory experi- 

becomes more productive and reward: 

when major emphasis is placed on the 

and now” of the patient’s life. Al 

h individual psychotherapy continues 

be an important element in supervision, 

Bo longer is the chief or only element. 

ih regarded as only one of the forces in 

the total field of factors influencing the 

tient. 

‘The need for traditional individual case 

i sion continues. However, this type 

Supervision is more applicable when 

ing with healthier patients, intensive 

m psychotherapy and advanced 

ents. Ordinarily, training begins with 

te severe psychopathology and inpatient 

usually precedes outpatient training. 

resident usually sees more severe 

hology carly and healthier patients 

The supervising experience for 

should be 
can 


We have described some of the vital ex- 
Psriences available to the resident in a 
raditic and lively psychiatric residency 


competent in the functional skills of com- 
munity psychiatry if the principles under- 
lying this training program are followed. 
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The social psychology 


“See that man over there? 
Yes. 

Well, I hate him. 

But you don’t know him. 
But that’s why I hate him.”* 


Here, in this small verse, lies the essence 
Of prejudice; it is the fear of the unknown, 
the suspicion of the stranger in our midst. 
Prejudice is surely not caused by the acci- 
dent of not knowing the other person; 
father, it is the tenacious refusal to know 
and to trust the other that breeds prejudice. 

As a form of social behavior, prejudice 
may be overt or covert; it may be crude or 
Subtle; it may crop out like a weed in 
Many guises and in many places. In the 
turbulence of the contemporary world, it 
Dy tise to new problems and new dangers 
© the continuity of human relations. 

its manifestations are as old as human 

tory. At no time has the social com- 
Munity been completely immune to or 


of prejudice 


free of it. Its ubiquitous quality, its com- 
mon and habitual features, however, in no 
way diminish its harmful consequences 
for society, At times, prejudice is a mild 
affliction; at other times, malignant. On 
occasion, it erupts with savage violence. 
It is highly contagious; as a communicable 
“disease,” it occurs in both endemic and 
epidemic forms. 

In this paper I propose to do the fol- 
lowing: (1) Delineate the psychological 
mechanisms of prejudice; (2) Offer the 
hypothesis that there are common dynamic 
features between prejudice—psychological 
torture, thought control, and character as- 
sassination; (3) Draw an analogy between 
these behavioral tendencies and a master- 
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slave pattern of human relations; (4) Con- 
sider the implications of prejudicial be- 
havior for group mental health. 


THE PSYCHOLOGICAL MECHANISMS 
OF PREJUDICE? 

The functional purposes of prejudice are: 
(1) To restore a damaged sense of self; (2) 
To achieve secondary social, emotional and 
economic gain in order to fortify a threat- 
ened social position; (3) To flee from inner 
pain into a preoccupation with the external 
world. 

Prejudice is not inborn; it is learned, as 
is any other social attitude. It does not 
appear in a child before the age of three 
or four years. It is the product of conflict 
and fear, 

At the individual level, prejudice is a 
function of a basically weak, confused, 
fragmented sense of personal identity; it 
reflects disorder in the relations of self 
and others. It is exploited to fortify a 
precarious sense of self; it is associated with 
unconscious fear, self-hate and self-rejec- 
tion. It involves a denial of negative per- 
sonal qualities and a compensatory self- 
aggrandizement through attachments to 
symbols of power. 

The prejudiced individual makes a 
special use of the group to implement de- 
fenses against anxiety. His identification 
with other persons often reveals a spurious 
quality; it is ungenuine, distorted and 
rigid. His effort to compensate a weak 
self through aggrandizing his position in 
the group is foredoomed because his per- 
ception of other persons is defective, be- 
cause he has a low tolerance for conflict, is 
rigid in his social attitudes and has poor 
ability to learn from new experience. Thus, 
2 This section leans on an earlier study of preju- 
dice, Ackerman, N. W. and Marie Jahoda, Anti- 
Semitism and Emotional Disorder (New York: 
Harper & Bros., 1950). 
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the urge to repair the damage to 
esteem miscarries. 

There is no specific one-to-one correa 
tion between prejudice and personality 
type. But prejudiced persons do disclo 
common kinds of emotional vulnerability 
an injured sense of self, a feeling of wei 
ness and exposure to further injury, # 
tendency to rigidity, a defective capacity 
for new social learning. Such persons vadi 
late between an image of self as big of 
small, strong or weak, superior or inferiog 
important or unimportant. 

They waver between a feeling of b 
longingness and a sense of isolation. Thi 
attitude toward others is suspicious and 
ambivalent. Their relations with peopl 
tend to be temporary and lacking in gent 
ine intimacy. They move between ové 
dependent and overaggressive attitud 
They set up a false front of sociability and 
conformity. They are insecure, lonely, 
inwardly agitated. They experience 
stant fear of inner injury from an outé 
world perceived as harsh and menacing: 
They defend themselves against their fea 
through denial, projection, substitution of 
aggression for anxiety and the striving for 
magic power. They exploit these defe 
for the purpose of intimidating others; 
urge toward scapegoating is intense. 

To such persons, difference is a constant 
threat. They interpret the different pë 
son, the stranger as a potential enem 
The difference of the other stirs in 
self a painful reminder of deficiency. Th 
demand, therefore, that everyone else con 
form. To comfort the self, they assault 
the wholeness of other persons. They ex- 
ternalize their conflicts and attack the sur 
rounding world. There is, however, & 
strong tendency for these compensatory 
devices to backfire; they aggravate the very 
affliction they are intended to relieve. — 

In the case of anti-Semitic prejudice, 


comprehensive examination of the relevant 
attitudes and intergroup relations demands 
consideration in four dimensions: 


Gentile + —» Jew 


Other Gentiles Other Jews 


The definition of the interaction of Jew 
and Gentile remains incomplete unless it 
is viewed against the backdrop of the inter- 
action of Jew with Jew and Gentile with 
Gentile. The development of an irrational 
hatred of the Jew rests on the matrix of 
a disturbance of the Gentile with his own 
kind. Where the Gentile requires to make 
a victim of the Jew, his relations with fel- 
low Gentiles are always implicated. Where 
the Gentile has distorted relations with 
his own kind, he is apt to identify with the 
Jew, envy him and be irrationally hostile 
toward him. 

Similar considerations pertain to the 
emotional adaptation of the Jewish per- 
son towards Gentiles. Some Jews are the 
innocent victims of fanatical attacks. 
Others play a part in inciting the attack. 
When a Jew emotionally requires to be 
Persecuted by a Gentile, he must in turn 
have a background of disturbed relations 
with his own kind. Where a Jew has 
distorted relations with his fellow Jews, 
he is apt to identify unconsciously with 
the Gentile and, at the same time, to offer 
himself as a victim. In irrational preju- 
dice, members of both groups suffer. 

In the case of anti-Semitism, the Jew 
suffers in a special way, but so does the 
Gentile. The victim and the assailant have 
a close, complementary relationship. The 
interaction and merging of selected ele- 
ments of the identity of each member of 
this pair provides a matrix for the mechan- 
isms of shared emotional illness, a kind 
of folie a deux. The attacker fulfills his 
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sick self through the victim, the victim 
through his attacker. 

For the relations of whites and Negroes, 
the culture provides an institutionalized 
pattern. The stereotype, in essence, is 
as follows: white and Negro are unequal 
in worth; the white is superior, the Negro 
is inferior; the white is the master, the 
Negro the slave; the white is the exploiter, 
the Negro the exploited. They are in- 
terrelated in an axis of domination-sub- 
mission. They are bound in a pattern of 
interdependence and mutual need. The 
dependent, subordinate position of the 
Negro complements the superior status and 
prestige of the white. The Negro, in turn, 
claims the patronage, care and protection 
of the white. 

Members of each group develop particu- 
lar ways of dealing with anxiety about the 
different person, the stranger. As a white 
person matures and stabilizes his personal 
identity, he incorporates into it the fact 
of a socially inferior Negro group. He uses 
this fact in defining his image of self as 
being above the Negro; by excluding the 
Negro, he enhances his sense of security 
and his belongingness with his own group. 
However false may be this feeling of self- 
pride and superiority, it nevertheless con- 
tributes to the shaping of his identity as 
a white person. As a Negro matures and 
stabilizes his personal identity, he incorpo- 
rates into it the fact of a socially superior 
white group. He too uses this fact in de- 
fining his image of self. 

Unconsciously the white person may fear 
to be socially weak and inferior like the 
Negro. He may at the same time envy 
in the Negro the imagined qualities of 
superior physique, carefree existence, the 
zestful enjoyment of music and dancing, 
sexual abandonment, etc. 

The Negro may unconsciously identify 
with those qualities of the white which 
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symbolize status and power. He may de- 
sire to pass as white or dream of appear- 
ing as white. 

Again, at a deeper level, to whatever 
extent the member of one group identifies 
with qualities attached to other groups, 
feelings of disloyalty and guilt are aroused 
in relation to the own group. Thus, pat- 
terns of cross-identification arouse anxiety, 
guilt and fear of loss of support from the 
own group. 

In each case the individual strives to 
enhance his sense of adequacy by incorpo- 
rating into his self-image the favored qual- 
ities of the contrasting group, while deny- 
ing the disadvantageous qualities. 

A shift in attitude of white toward Negro 
and Negro toward white is determined by 
the way in which an individual experiences 
the own self, the different self and the 
way in which parents, family and wider 
society structure the identity of each group. 

Accordingly, the emotional and symbolic 
representations of difference may be per- 
ceived as a threat or as a complementation 
of the own self. Depending on whether 
the difference is experienced as a danger 
or an opportunity, the two groups may 
find a basis of greater affinity and identity, 
or discern a sharper conflict and threat 
of hostility. 

When the traditional role relations of 
Negro and white are disturbed, there is 
an inevitable struggle to restore a state 
of balance and stability. Negroes and 
whites accommodate to a gradual change 
of relations with a minimum of anxiety 
and defensiveness. Sudden change exerts 
profound effects on the individual’s emo- 
tional integration into his various roles in 
the community, with his own group and 
in relation to the different group. This 
may precipitate both a social and emo- 
tional crisis. Members of both groups 
may cope realistically with crisis and adapt 
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to the changed situation in a way that 
restores balance and promotes self-devel 
opment. Or, they may react with excessive 
anxiety, failure of reality testing, destruc 
tive behavior and other signs of disorgani- 
zation. In the latter event, self-esteem 
suffers a further injury. 

What is feared is a reversal of traditional 
roles. In effect, Negroes and whites simply 
change places. The Negro becomes the 
master, the white the slave. The white 
dreads Negro revolt. The Negro is pam 
icked by his fantasy image of ruthless re 
taliation. The white’s fear of role reversal 
may lead to violence. He may conceal @ 
damaged self with the facade of fanatic 
aggressiveness. He may mobilize the mili- 
tancy of white against Negro. Or, if he 
feels betrayed by his own group, he may 
overidentify with the Negro and become 
belligerent on his behalf. He may adopt 
the Negro as a “mascot,” a disguised way of 
expressing hostility to his own group. 

The Negro may develop a false sense of) 
power over white. He may react with de 
pression, and withdraw from the scene of 
battle. He may simply “stay in his place.” 

A mutually healthy readaptation, using 
fully the opportunities for reality-testing 
can ultimately lead to a more secure basis 
for self-esteem in both groups. 

Always the issue is: will members o 
each group cling to the old pattern 0f 
choose the new? Inevitably comes the 1 
creasing awareness that each group needs 
the other, that both are part of the large! 
community, that co-operative relations, 
mutual acceptance and respect, in the end, 
add to the common good. 

A full definition of the phenomenon of 
prejudice, therefore, requires a considera 
tion of both intrapsychic and interperso™ 
forces. The proper unit of examination 
is the prejudicial person plus his soc! 
environment, anti-Semite plus Jew plus 


other Gentiles; or, in the case of anti-Negro 
prejudice, the white person plus Negro 
plus other whites. 

The root of a prejudicial attitude is its 
antihuman quality. It is the urge to de- 
stroy the humanness of the other person. 
The prejudiced individual's fear of the 
stranger, like the child’s fear of the instru- 
sion of a sibling, is a product of the child’s 
lack of security within his own family. The 
child’s fear and hate of the sibling emerge 
in inverse proportion to his feeling of secur- 
ity with his own parents. The essential 
nature of the vulnerability pattern rests 
on the defective integrity of the self-struc- 
ture, a defect in the sense of wholeness of 
self that is related to family group and 
surrounding community. 

As indicated earlier, prejudice may 
emerge in a range of personality types, 
which, although different, may nonetheless 
have in common certain component ele- 
ments of emotional weakness. Just as 
| delinquency, alcoholism, narcotic addic- 
tion and psychosomatic disorders may be 
correlated to component reactions of per- 
sonality rather than to specific personality 
types, so is prejudice similarly related to 
such component reactions. However, the 
defensive responses of such persons are both 
anachronistic and regressive. They are a 
distorted attempt to repair a damaged sense 
of self and to restore contact with other 
Persons. The attempt fails its purpose, 
o in the end, it magnifies the under- 
ying feeling of exposure to attack and 
aggravates the difficulty of establishing 
Senuinely close human relations. 
petit form of prejudice varies, of 
fact ei rom one person to the next. The 
Lre e psychological specificity may 
Ms ele high to low. This depends on 
oe Saitek features of personal and 
proc ckground and is shaped by the 

esses of interaction between the per- 
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sonal sources of anxiety and the qualities 
of the group situation. 

Finally, it is to be remembered that 
prejudice occurs in both public and private 
forms. The public prejudices revolving 
about differences of skin color, religion 
and ethnic background are obvious. The 
private forms are rather more elusive. They 
emerge within the intimacies of family 
life 8 and appear superficially distinct from 
the conventional prejudices of the wider 
community. 

For example, there are private prejudices 
for one sex against the other, for youth 
against elders, for money and power against 
spiritual and cultural values, for duty and 
discipline against freedom, spontaneity 
and pleasure, for brain against brawn, for 
animals against people. Still other preju- 
dices of this kind may attach to qualities 
of tall and short, fat and skinny, to varieties 
of food, clothing, and habits of cleanliness. 

Such personal forms of prejudice are 
patterned within the private life of the 
family group. Public prejudice in the 
larger community and private prejudice 
within the family are mutual and inter- 
penetrating forces. The influence moves 
in a circular fashion, both from outside 
inward and from inside outward. Per- 
sonal and familial types of prejudice often 
invade the public domain. 

It is this private prejudice that provides 
the emotional energy, the driving force for 
the acceptance of the common prejudices 
expressed in the wider community against 
Jew, Catholic, Negro, Puerto Rican, etc. 
Families with intense, violent antagonisms 
may breed the fanatic fringe of bigot who 
incites organized violence against minority 
groups. In this way prejudice engendered 
in the intimacies of family living may feed 


3 Ackerman, N. W., Prejudice, Mental Health and 
Family Life (New York: American Jewish Com- 
mittee, 1961). 
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fuel to the fire of the culturally given types 
of prejudice. 

What remains mysterious in the nature 
of prejudice has to do with the relations 
between inner and outer experience, the 
relations of subject and object, individual 
and group. In essence, prejudice is an 
admixture of things that belong to the 
self and to others. It is the rejection and 
projection of some qualities of self, the 
introjection of others into self. It is thus 
a merging of parts of the individual and 
parts of the group. 


THE COMMON FEATURES IN 
PREJUDICE, THOUGHT CONTROL, 
PSYCHOLOGICAL TORTURE AND 
CHARACTER ASSASSINATION 


The dynamic significance of this problem 
may be viewed in broader scope if we ask 
ourselves several other questions: Is there 
not a close affinity between prejudicial be- 
havior, mechanisms of thought control, 
Psychological torture and character assassi- 
nation? Can we not regard these forms 
of behavior as close cousins? It seems so 
to me. They all seem to relate basically 
to the dynamics of the pattern of master- 
slave relationship. 

The close analysis of the unconscious 
motivations leading to prejudice reveals the 
sick germ of the impulse to impose thought 
control, to inflict pain and torture and 
to destroy the character of the victim. The 
extent to which these other motives enter 
the picture depends upon the intensity 
and irrational violence of the prejudice, 
and the receptivity and support for such 
actions provided by the social environment. 

In other words, it is possible to see these 
several forms of behavior reflected on a 
single psychological spectrum, a motiva- 
tional continuum which begins with the 
milder forms of prejudice, moves onto its 
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more severe expressions, to thought com 
trol, psychological torture, character a 
sassination and culminating finally in anne 
hilation of the victim. 

It is an emotionally disordered society 
which sparks the explosive discharge of 
the terminal, irrational forms of destruc 
tion. The common dynamic feature which 
underlies this whole range of destructive 
motivation is a regressive pattern of master 
slave relationship, a twisted expression of 
the striving to restore a symbiotic bond. 

In this interpersonal pattern the master 
and slave interact parasitically. The power 
of one individual is aggrandized as the 
power of the other is crushed. The secur 
ity and the strength of the one is enhanced 
at the expense of the other. The necessary 
condition is sacrifice. The sacrifice of one 
partner in this symbiotic bond is required 
to maintain the other. It is as if there is 
not enough strength, not enough food, not 
enough love; therefore, one must surrender 
to the other. For the implementation of 
this forced sacrifice, the tactic of intimida 
tion is indispensable; the subordinate half 
of this unit, the slave, yields and appeases 
the master in order to survive. 

We have here the paradox of one mem- 
ber of this pair progressively surrendering 
autonomy of self in order barely to stay 
alive. The slave sacrifices a part of him 
self, his personal integrity and his separate 
ness in order to save what is left, simply 
the right of existence. So long as he lives, 
however, the aggrandizement and indul- 
gence of the master remain parasitically 
dependent on the self-sacrificial attitude 
of the slave. 

While the slave survives, he is a perpetual 
threat to the master. The master derives 
his whole existence from the willingness 
of the slave to play the reciprocal role: 
This is a shared omnipotence. The maste! 


the slave obeys, but the slave 
commands, and the master obeys. 
the slave become willing to risk 
t of survival and turn defiantly on 
ema, the master’s omnipotent power 
is forthwith destroyed. 

The vulnerability of the position of the 
n can be likened to the emotional 
vulnerability of the person who is anti- 
or anti-Jew. Both make defensive 
of intimidation. Both are dependent 
precarious power position on the 
weakness and submissiveness of the 
The aggrandized position of the 
is promptly placed in jeopardy if 
“Victim proves unwilling to play the 
B complementary role. 


THE IMPLICATION OF PREJUDICE 
R THE MENTAL HEALTH 
E GROUP 


our time human relations are in a 
state of turbulence. This is influ- 
by the changed relations of individ- 
family and community, which are a 
nse to the advance of technology, 
alienation of man from the satisfaction 
the altered role of religion in 
community. In this setting the secur- 
the individual’s position in the group 
ced. The task of establishing iden- 
n with the group is rendered more 
t and more precarious. 

such conditions the emotional 
es which lead to prejudice are 
to be rather common and widespread. 
Weaknesses become exaggerated in 
od of chaotic social change. The 
need of prejudice grows more in- 
and the unstable compensatory con- 


B iive healthy identification. 
basically false, this identification 
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gives to the prejudiced person an illusory 
although temporary sense of superiority 
and omnipotent mastery. In this way the 
prejudiced person attempts to feel con- 
sciously more whole and more complete. 
Such considerations are relevant both to 
the conflict of Jew and Gentile and the 
conflict of Negro and white. 

In our society we see these paired re- 
ciprocal roles: the controller and the con- 
trolled, the master and the slave, he who 
makes the sacrifice and he who imposes 
it. In the society where there is social 
and political conflict and mass discontent, 
social forces emerge which reward and 
fortify the persons enacting these roles. 
As I see it, such trends contaminate the 
human relations pattern, They are an 
invasive threat to the emotional health 
of the community. 

In seeking to understand the psychologi- 
cal roots of prejudice, it is not enough to 
ferret out its expressions in the individual 
on the one hand and its manifestations in 
the group on the other. In the production 
of prejudice, the dynamic interrelations 
of individual and group are of the essence, 
Prejudice is. one of the functional conse- 
quences of a failure of mental health. Peo- 
ple tending toward mental illness are prone 
to lean on prejudice. To stave off their 
own breakdown, they exploit prejudice as 
the weapon with which they try to break 
down other persons. 

In the interaction of the individual and 
group, we see reflections of a striving to- 
ward the group in two ways: to obtain 
a protective cover for weakness, distortion 
and vulnerability of the individual per- 
sonality; and, through parasitic attachment 
to the group, to achieve compensatory self- 
aggrandizement and power. With respect 
to inner sources of anxiety, the individual 
seeks to hide with a protective blanket 
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his insecurity, guilt, damaged and confused 
sense of self, his loneliness, his fright and 
exaggerated sense of exposure to hurtful 
attack. 

With respect to others, the striving is to 
exploit the group in order to substitute 
aggression for fear, to intimidate instead of 
cringing. The effort is clearly to build the 
self up by tearing another down. Surely 
these mechanisms are at the very core of 
the master-slave pattern of human rela- 
tions. 

This is the kind of maladaptive behav- 
ior that is mainly oriented to dependency 
and power. It reflects an arrest of per- 
sonal development and regression to the 
omnipotent, coercive tactics of the re- 
jected, helpless infant. This is “imma- 
turity” in a truly malignant form. In 
some respects, such psychological mechan- 
isms are reminiscent of those which are 
discerned in cases of perversion. The per- 
vert is one who uses the instrument of sex 
not really to love the partner, but rather to 
enslave, degrade and injure the partner. 
What makes the perversion is not the na- 
ture of the sex act, but rather the perver- 
sion of the relationship from motives of 
love to those of destruction. 

Are there conceivably certain trends in 
the organization of our society which fos- 
ter this form of behavior? I believe so! 
There are elements in our group struc- 
ture, influenced by a climate of unre- 
strained competition, which are oriented 
both to dependency and power drives. In 
such a group pattern, it is as if there is 
not enough of anything to go around, not 
enough security, food or prestige. It is 
rather as if one person has these things at 
the expense of another, since there is not 
enough for everybody. An emotional and 
social climate of this kind inevitably pro- 
motes an exploitive pattern of human re- 


34 


lations, a master-slave pattern in which W 
gain of the one signifies the loss of th 
other. In such a climate, in effect, of 
person lives off the other, one group 6 
the other. There is no room in 
setting for mutual understanding and m 
spect, no room for genuine co-operation 
and the provision of opportunity for all t 
grow to their full potentials in life. 
Outbreaks of prejudice and 

crises are close companions. The annihil 
tion of the Jews in Europe may be 

nothing compared to the possible dev 
tation of a war between the white 4 


stand ever ready to launch a new crusade 
of prejudicial destruction. The aim 0 
such groups is to seize power, terrorize the 
public, subject the will of the people, and 
to realign human relations in a regressive, 
master-slave design. It is imperative 
therefore, that we understand the relation! 
of prejudice and social change. 

The age of space and nuclear energy 
upon us. It offers limitless horizons fo 
new adventure, new knowledge and née 
gains for the welfare of man. At the sam 
time, it excites new fear and new tempta 
tion to aggrandizement and power. 
this new age, shall we move ahead for 
common good or passively allow a social 
climate of insecurity, fright and confu 


new instruments for the imposition of old 
forms of prejudice? One would need to 
be all things combined to find the answer 
—historian, psychologist, social scientist 
philosopher and politician. 

One thing is clear. The trend towaré 
authoritarian values, the pressure to com 


formity, the aggrandizement of those # 


power and the subjugation of the others, 
move evermore tightly toward a twisted 
regressive master-slave version of human 
relations, a form of sick symbiosis. 

At the same time, it aggravates preju- 
dice, fosters thought control and char- 
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acter assassination and intensifies the dis- 
position to breakdown, to mental illness, 
ultimately to malignant forms of group 
paranoia. 

It is later than we think. Do we have 
the antidote? 
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ALEXANDER C. ROSEN, Pu.D. 
FRANK F. TALLMAN, M.D. 


A study 


of the use of ment 


health media by the lay pub 


| For many years mental health education 
has been used as an important tool for 
“preventative” psychiatry. 

The continued use of mass media mate- 
rial by psychiatrists and allied disciplines 
(psychologists, social workers, sociologists, 
family health educators) within the frame- 
work of behavioral sciences implies that 
it is their belief that public exposure to 
material concerning mental health princi- 
ples and practices is effective in the preven- 
tion and improvement of the mental health 
of its recipients as individuals and as family 
and community members. 

The results of this educational endeavor 


Dr. Rosen is chief psychologist, The Neuropsychi- 
atric Institute, and assistant professor of medical 
psychology, University of California, Los Angeles 
School of Medicine, Los Angeles, Calif. 


Dr. Tallman is professor of psychiatry, University 
of California School of Medicine, Los Angeles, and 
head of the Division of Social and Community 
Psychiatry. 
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are assumed to be evinced, for example, | 
improved parent-child relationships at 0 
end of the spectrum and on the other eni 
by increased community or state 
ness to underwrite mental health 


modalities is used as teaching tools. 
most frequently used channel of 
nication is the interchange between i 

tor and “students,” either through § 
devices as public lectures, seminars a 
professional counseling or through ¢ 
mass media, such as radio, TV, 
pamphlets and magazines. 

The belief that these methods have 
effective has not been adequately ti 
The extreme slowness of public acceptat 
of the mental health problem in all | 
facets raises questions about the adequa 
of professional communication bel 
the professional mental health educa 
and the laity. 

Is the material understood within | 


wal framework that permits effec- 
tive action? It the teacher communicating 
within a conceptual framework so alien 
to the recipient that the ideas transmitted 
are either not received at all, are not under- 
stood, or are “understood” in such a frag- 
mentary fashion that they are unusable? 
Are the ideas presented so emotionally 
loaded that the recipient cannot accept 
the inferences? Does the recipient unwit- 
tingly and/or consciously refuse to believe 
and use material because content reflects 
conflicts with superego and ego-ideal con- 
structs? Does the teacher subsume a degree 
of interest and receptiveness that is, in fact, 
only a product of his own wish? Does the 
professional teacher verbalize his beliefs 
in a manner that prevents self-interpreta- 
tion by the recipient? These examples 
are only a few of the questions that are 
posed by this general problem. 
_ The investigators selected one hypothe- 
sis to explore; namely, that the laity deals 
with exposure to mental health teaching 
by excluding its content from their store 
of used knowledge, and that they are able 
to verbalize their conscious reasons for 
this exclusion. 

It was not the intent of the investigation 
to study the respondents in depth; that 
* to say, we did not intend to learn the 
deeper Psychological dynamics involved in 
the individual reactions verbalized as an- 
Swers to questions. 
de the investigators’ intent to focus 
a € problems of communication as 
Saline by the content of the an- 
Fe i oan through brief interview. It 
tinea ae that clues would be ob- 
i aS would increase the effective- 

as (in poet health education (pro 
de aling See 1 their variety of disciplines) 

children and parents. This 
was designed to help crystallize 
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and examine other facets of the general 
problem of communication. 

This project was undertaken to investi- 
gate the effectiveness in communication 
of mental health, mental hygiene princi- 
ples, the mental health and helping pro- 
fessions, and the lay public. It was the 
intention through this project to explore 
some of the dimensions of communication 
of mental health information and to ex- 
plore some aspects of the use of such in- 
formation by the lay public. It was also 
intended to investigate the nature of the 
mental health material retained and used 
by the general public and to explore some 
of the media through which the informa- 
tion reached them. To a somewhat lesser 
extent it was intended to investigate, 
through one part of the brief interview, 
the perception that the interviewees had 
about the effect of mental health informa- 
tion on their immediate life experiences. 

Proceeding from the findings of a previ- 
ous study, an open-ended questionnaire 
schedule which would measure three 
primary areas of information, was devel- 
oped and pretested. 

The first area described the mass media 
and/or the information sources from which 
the individual might receive mental health 
data or mental health information. 

The second portion of the interview 
dealt with the observations the individu- 
als had about the content of the mental 
health literature, how they felt it ought 
to be covered, and what they felt should 
be presented in such literature. 

The third section of the interview dealt 
with the content of the contacts the sub- 
jects had with members of the helping 
professions and/or a variety of agencies 
for communicating mental health litera- 
ture, and some inquiry regarding their 
impression of such sources of information. 
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The final question was a rather general 
inquiry about their evaluation of the 
effectiveness of such literature on the men- 
tal health problem. 

The interview material was revised after 
evaluating the result of a small pretest 
sample and the final form, as seen in Table 
1, was prepared. 


TABLE 1 


Questionnaire for the Study of 
Mental Health Literature 


Introduction: 


I am from U.C.L.A.; we are conducting 
a survey to determine people's reactions 
to certain types of mental health infor- 
mation that are being made available. We 
would like to have your opinions in this 
area, and I wonder if you have a few 
minutes during which I may ask you some 
questions? 


L 


1. What newspaper do you read? 
2. To what magazine do you subscribe or do you 
see occasionally? 
3. Do you belong to any community, school or 
church organization? 
4. Have you noticed from any of these maga- 
zines, newspapers or the meetings of your 
organization any recent articles dealing with 
mental topics? By mental health topics, we 
mean any article or book devoted to improv- 
ing mental health, to understanding how to 
avoid emotional problems, how and where to 
get treatment if it is necessary, personal ad- 
justment, psychology or child psychology. 
a.Could you describe the material that you 
have seen? 

b. What did you think of it? (Was it sensi- 
ble, practical, usable?) 

¢. Did you find it personally useful? If so, in 
what way? If, not, why not? 

d.Do you think such articles are generall: 
useful to others? Why? 7 


5. Have you seen any movies, books or TV pro- 
grams which were intended as amusement 
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but which may have helped you with as 
emotional problem or touched upon an im 
teresting aspect of mental health? (Follow 
with questions a, b, c and d, see above, if 
pertinent.) 

6. How about lectures or pamphlets? (Mention 
community organizations to which the mb 
ject belongs.) If necessary, a, b, c and d 
see above, and, 

e. How did you obtain the pamphlets or 
happen to hear the lecture? 


7. Have you ever cut anything out of a news 
paper or magazine pertaining to any aspect 
of mental health to save as a guide for future 
reading or for future reference? 

8. (If the subject has not seen, heard or read 
anything pertaining to mental health.) I 
there some reason why you do not read ma 
terial of this type? Interest, time, etc? 


I. 


1. Do you have any general suggestions to make 
about mental health material? 

2. What topics do you think should be covered 
or given more coverage in mental health 
literature? 

3. What topics do you believe should not be 
handled, might be misleading, disturbing, 
useless, or even harmful to discuss? 

4. Do you think that newspapers and magazines 
should regularly publish articles on mental 
health and on mental health problems? If 
not, why not? 

5. What suggestions would you make about the 
way mental health materials should be pre 
sented? Do you feel that they should be 
made plainer or more technical, should they 
tell more stories about people and theif 
problems, or have more theory, rules and 
guidelines for behavior, or what? 
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„Either socially or professionally have you 
ever had a chance to talk about meni 
health problems with a psychiatrist, a PSY 
chologist or a social worker? 

2.Did you find these talks useful or informa 
tive? 

3. What are your general ideas about handling 
your own emotional problems? 

4. Where did you get these ideas? 

5.Do you think it is sensible or useful to tel! 

people about mental illness and men 


health or about different kinds of emotional 


problems? 
6 Do you think they ought to teach such 
things to children in school? 
a If so, what, why and by whom? 
b. If not, why not? 


1v. 


IL Generally, do you think all the literature 
about mental health has had any effect? Ex- 


plain your answer. 
v. 
General Information: 

Name 

Address 

How long in Los Angeles; how long in this 
house? 

Occupation (with specifications) 

Educational background—husband and wife 

Children’s school—where and what grade? 

(Interview only Caucasian mothers with 
school children) 

(Men get whole interview if they have chil- 
dren in school) 

(Record every response) 

(Alternate interview for persons not meeting 
above qualification): “Have you had any 
contact with mental health literature? 
What do you think of it?” 


_ It was decided that the sample be lim- 
ited to 100 interviews. In order to reduce 
' effects that may occur as a result of 
Major differences in cultural background 
and age it was decided to limit the inter- 
Viewees o Caucasian mothers with chil- 
who were currently registered in 
a School age was interpreted broadly 
a nding from nursery school through 
ege. It was also decided to use a ran- 
i ai Obtained but stratified sample from 
all, nearby community. The city se- 
— is relatively close to the U.C.L.A. 
< mpus, but it has a long history as an 
ndent community with an identity 
te from, though surrounded by, the 

i Angeles Metropolitan area. 
as a guide detailed descriptions 
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of census tract areas provided by the Re- 
search Department of the Los Angeles Wel- 
fare Planning Council in its June 1955 
publication Background for Planning, as 
well as census tract data from the U.S. 
Census Bureau publications, the individ- 
ual census tracts in the city were assigned 
into three major socioeconomic levels ac- 
cording to their average income level. 
Within each of the three groups a sample 
was devised which provided approximately 
one-third from the lower income group, 
one-third from the middle income group 
and one-third from the higher income group. 
Within each given census tract area selec- 
ted individual square blocks were randomly 
designated as “interview blocks” and a 
given number of interviews were assigned 
to be obtained from that block. 

The interviewers were not permitted to 
select either the geographic point at which 
they would do their interviewing, or the 
subjects for interview. They were in- 
structed to continue interviewing on a 
house-to-house basis within the designated 
blocks until they had accumulated the 
number of interviews assigned by the ex- 
perimenter for that block in the census 
tract. 

In this fashion a randomly selected, 
stratified-interview sample of 100 cases was 
accumulated within the above open-ended 
questionnaire. The interviewers were se- 
lected for their ability to relate comfortably 
and easily with people of markedly differ- 
ent educational training and cultural back- 
grounds. 

All but five members of our sample had 
access to one or more of the various period- 
icals and other communications media from 
which they could obtain information of 
a general informational or mental health 
educational nature. 

It was interesting to note that in this 
particular sample and in this particular 
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mmunity some 65 per cent of the persons 
lestioned read the local community news- 
per, despite the fact that the greater Los 
ngeles Metropolitan area is thoroughly 
anketed by two major dailies. In fact, 
ore persons read the local community 
‘wspaper than those who read the one 
minant metropolitain daily. In all, the 
ie local newspaper and the one major 
etropolitan daily accounted for some 77 
r cent of the total exposure to the news- 
ıper media, 

The frequency of readership in maga- 
nes was equally as narrowly distributed. 
he sample of 100 subjects read a total 
' 86 different magazines, but in general 
ese were principally restricted to three 
' four of the most popular national jour- 
ils, with all the other magazines having 
limited readership as represented by our 
mple. The most commonly read: period- 
al journal was the Reader’s Digest with 
} per cent readership from the total sam- 
le; Life magazine was the next most 
opular, followed by Time, Ladies Home 
purnal, Better Homes and Gardens, and 
ood Housekeeping. Exposure to the mass 
ommunications media centers about one 
f the large metropolitan daily newspapers, 
1e local community newspaper, and five 
r six national magazines. As mentioned, 
nly 5 per cent do not read a newspaper 
nd do not read any magazines. The total 
imple, therefore, was likely to be exposed 
», if not influenced by, mental health in- 
mation material available in periodical 
edia. 

Three-quarters of the sample interviewed 
gularly attended some kind of an organi- 
tional activity or belonged to some com- 
unity or neighborhood professional, busi- 
ess, church or community organization or 
roup. Above the rest in significant at- 
ndance were school-associated activities, 
nd school-affiliated organizations, with 
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some 60 per cent of the total sample at- 
tending at least one or more meetings of 
these school groups during the year previ- 
ous to the study. Of the total sample, $4 
per cent attended only school meetings 
and organizations, and combined with the 
church-sponsored activities they accounted 
for 83 per cent of the persons questioned. 
Thirty-three per cent of the total sample 
attended meetings of a mental health nature 
sponsored by their church or church or 
ganization. 

Most of the sample interviewed (89 per 
cent) had noticed or were aware of read- 
ing about topics related to mental health 
subjects or problems in mental health and 
mental hygiene, personal adjustment and 
psychology, or had heard lectures about 
such subjects in their various organizations. 
Of these, the largest proporticti recalled 
that their knowledge came from periodicals 
rather than from such sources as TV, books 
or lectures. Twenty-five per cent of these 
reported that they had noticed and reacted 
to articles coming from magazines and 
other comparable periodicals and 32 per 
cent did so from newspapers. Surprisingly, 
most people who did note having read 
articles on problems of mental illness and 
mental health felt that they were not 
particularly useful to themselves, but did 
feel that they were useful to others. They 
also thought that many of the articles 
were in some ways sensible and usable, 
but were less likely to see them as “practi- 
cal.” 

Generally, people read the articles in 
the hope that they might gain further 
knowledge or understanding of their ow? 
problems, and in understanding the prob- 
lems of their children. They were not 
particularly interested in knowing about 
the symptoms of mental illness or in learn- 
ing how to recognize mental illness, but 
they were interested in being able to dis- 


cover when their own personal problems 
were of such a serious proportion as to 
require professional help, and were inter- 
tested in gaining some understanding of 
themselves. Their major concerns were, 
however, directed principally toward an 
understanding of their children and under- 
standing disturbances in children. 

Their major reservations about many of 
the articles dealt with the concern that 
too much technical detail would be damag- 
ing and frightening, and would serve to 
hamper rather than improve the general 
state of mental health. A typical comment 
was “I think they have real value ex- 
cept. . . when they describe things too 
clearly then everybody thinks that they 
have those symptoms. It’s like a little 
knowledge is a dangerous thing, as it is 
in every other thing. Some of the articles 
scare people because they tell too much 
without telling enough.” 

Other concerns were: “people have gone 
a little overboard. It’s such an interesting 
subject you can always find something that 
affects you in some way if you look for 
it. . . children get depressed for in- 
Stance . . . I’m not sure I like the way 
they talk in school; for one thing, they 
use such abnormal examples, and everyone 
is there trying to find out something about 
themselyes,” 

From the interviews one would assume 
that informational articles directed to help 
understand normal behavior and normal 
children were helpful and useful, but arti- 
cles Teflecting psychopathology and em- 
Phasizing abnormality and idiosyncrasy 
Were frightening and perceived as not use- 
F Many people objected to them. 
en this represents conscious or deep 
ior a Kp be in question. Itis possible, 
a E SE €, that people dislike admitting 

gnizing their own voyeuristic 1M- 
Pulses, and the appropriate and proper 
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thing to say in public is that they do not 
wish to read about “psychopathology.” 

Significantly, one of the most prominently 
mentioned sources of mental health data 
for normal growth and development of 
children was the common paperback book 
on child care by Dr. Benjamin Spock, a 
book which emphasizes positive principles 
of mental health and whose tone is very 
reassuring to the worried parent. 

The lectures, pamphlets, book, or tele- 
vision programs did not appear to be as 
prominent nor as significant a source of 
mental health information as were the 
other media sampled. Fewer than half 
acknowledged that these were a source of 
information useful to them in the area of 
mental health and mental hygiene. Fewer 
than 40 per cent acknowleged that such 
sources of data and information as lectures 
or pamphlets were of any use to them, 
and those who did acknowledge that the 
lectures were a source of mental health 
information were concerned primarily with 
problems of children and youth, As might 
be expected, the principal sponsoring 
agency for lectures was the school; i.e, 
the ubiquitous PTA. Fewer than 25 per 
cent of the sample found written materials 
interesting, provocative or useful enough 
to clip and save either from the daily 
newspapers or other periodicals. For those 
who had not read materials related to 
mental health problems, most cited a lack 
of time as the reason for not doing so, 
while 4 per cent cited it might be that 
they disliked reading about such topics, 
and 9 per cent felt that they were “not in 
need.” 

Most of the sample felt it was appro- 
priate to publish mental health data and 
public health information in the public 
communications media, but they also felt 
that these should be either specifically di- 
rected toward those who need the informa- 
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tion, or should be of a general sort which 
might be used by most normal people. As 
one person put it: “You've got to make 
it simple for the common man and illus- 
trate it with examples so that it will mean 
more.” 

A not surprising but significant finding 
was that most people feel that while it is 
a good idea to publish these things they 
have found little use for them, and they 
did not find them applicable in their own 
lives; they felt that mental health infor- 
mation was necessary for other people. 
Most people also felt very strongly that 
sensationalism, dramatic overstatement 
and similar treatment of mental health 
data and mental health information re- 
pulsed and offended them. They wished 
that it could be presented in a straight- 
forward, matter-of-fact fashion. 

A strong emphasis in the suggestions for 
the content of mental health information 
was placed on topics of everyday living and 
the care and supervision of children and 
youth. A prevailing theme also concerned 
the importance of presenting such material 
with an absence of technical data and tech- 
nical nomenclature. Most people felt that 
it was not useful to describe psychopatho- 
logical cases, to present an extended de- 
scription of psychopathology, to present 
mental health statistics, or to present the 
technical details of disease and disorder. 

A few suggested that they would seek 
significant and useful, practical suggestions 
about understanding and helping the men- 
tally ill, and about such specialized topics 
as alcoholism, juvenile delinquency or com- 
parable topics. This was, however, in sharp 
contrast to the major suggestions, which 
had to do with problems of everyday life, 
problems in marriage and childrearing, 
problems in discipline, problems of per- 
sonal relationships, family relationships, 
and adjustment to the normal environment, 
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which pervaded most of the responses to 
this item. 

Some concern was expressed about pub 
lishing mental health material because it 
was felt that people generally do not pay 
attention to it, and that it would serve 
no purpose other than general entertain 
ment to publish it in the public media. 
There was considerable feeling that the 
technical material should be presented 
only through specialized channels or spe 
cialized publications, and that it is to 
widely distributed already. The reason 
for this centered on the notion that public 
distribution of mental health information 
is far too disturbing and far too frighten- 
ing for most people, and knowing about 
these things “is not good for people.” 

In general, comments about the presen- 
tations seemed to be heavily weighted with 
the feeling that the present presentation 
of mental health information is too com- 
plex and too difficult to understand and 
usually not applicable to the problems of 
everyday life. The requests were that they 
be written for the common man, but 
written in an understandable, meaningful 
fashion by qualified people. 

One person said: “It’s got to be plainer, 
with theories, rules and guidelines. I just 
think they would learn more from that 

. to explain a point that they could 
put into case history, I think is better than 
reading about other people’s problems, but 
I don’t know that they would be good. 
An occasional history is interesting, but å 
whole article devoted to that, no.” “I 
don’t think the masses could understand 
it, if it became more technical.” “Plainet, 
definitely, for the average person.” “I be 
lieve that for the average person a produc 
tion should be more of a story or something 
that would hold their interest and explain 
things to them. Theories, rules, and guide 
lines—truthfully, I have been out of school 


for so long that anything presented like a 
dassroom . . . it should hold my interest 
like a story.” 

A surprisingly high percentage of the 
group sample (60 per cent) have had some 
Opportunity to discuss their own problems, 
and to discuss mental health problems in 
general with a person in the helping pro- 
fessions. Some 75 per cent of the sample 
‘feel that under most circumstances they 
gould handle their own problems and 
Would prefer to do so, although they recog- 
nize that it is useful, and occasionally help- 
ful and sensible, to talk with other people 
about personal problems. Some 21 per 
cent of the sample felt that it was neither 
useful nor sensible to discuss their prob- 
lems with others. 

In general, most people felt that such 
discussions with other people were useful 
and informative as were the discussions 
With professional mental health personnel. 
This is an interesting commentary on the 

= felative reluctance to turn to the helping 

‘Professions despite the prevailing theme 

of most of the mental health propaganda. 

The impression one got was that in spite 

of the careful dissemination of mental 

health information, some 75 per cent of the 

Soup considered it more useful to handle 

_ their own problems, and fully one-fifth felt 

that telling their problems to other people 
Was neither sensible nor useful. 

With all this, 70 per cent of the popu- 

i lation sample felt that information regard- 

Mg mental health problems and the avoid- 

Ance of mental illness should be taught in 

j schools. They felt that such instruction 

: Should be provided by teachers and by 

Other trained or qualified persons and that 

‘* should not be started earlier than high 

Ee The content was not clearly spe- 

Med, but it was felt that they should be 
faught “to avoid problems and to under- 
stand problems,” 
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In spite of this general feeling there 
were many who were apprehensive about 
it. They commented: “It’s a delicate sub- 
ject, but I guess it can't do any harm if 
it’s handled well . . . like sex education— 
it can’t do any harm if handled well, but 
if presented by someone who is misin- 
formed, it is a potential danger.” Or, “No, 
I don’t think it would do any good, I 
think it would tend to give them another 
crutch. Children, if they are old enough 
to have this taught to them, are old enough 
to find excuses that they shouldn't be 
using.” Or, “They wouldn't do their home- 
work because they would be emotionally 
upset.” Or, “I think that if a child is 
brought up and exposed to the correct 
ideas of who he is and why he is here and 
where he is going, he will then have no 
serious mental problems. Of course, we 
all have temporary troubles, but that way 
we won't have serious problems.” 

Those who felt that one ought not to 
teach such subjects in school seemed to be 
the most concerned about the fact that the 
information might be a source of disturb- 
ance and anxiety for the children, or that 
the children were too young to understand 
such subjects. Interestingly enough, only 
one person felt that the school was not 
the proper place for such discussions, and 
only 8 per cent of the total group felt that 
such subject matter was totally unnecessary 
or unwise. 

Approximately 75 per cent of the total 
sample felt that the literature in mental 
health education has had some discernible 
effect, but this was frequently a qualified 
approval. Eight per cent felt that it was 
without effect, and some 16 per cent were 
either undecided or had no response. 
Those who felt it had some effect said: 
“It's bound to affect people. They seem 
to face these things now and discuss them. 
There was a time when a nervous break- 
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down was an awful disgrace, but that 
doesn’t seem to be true any more.” Or, 
“I think that from what we, at least now, 
read and hear there must have been a great 
deal of shame about mental illness years 
ago. We have a much different attitude 
about it now,” 

Or, “In fact, I think it has gone the 
other way a little. People dote on it too 
much now.” Or, “Maybe it has had an 
effect of making people aware. Probably 
it has, Probably there are some problems 
which they are beginning to solve. I don’t 
know whether this kind of thing does 
ordinary people much good, one way or 
another.” Or, “I think so, nothing is 
completely ineffective, although I would 
guess that it hasn't done as much as they 
had hoped.” Or, “It doesn’t necessarily 
help, exactly. It brings out the situation 
if it is present. If it wasn’t publicized as 
much as it is now people wouldn't be 
aware of it as much. If they had a mental 
health problem they wouldn't know where 
to go or to whom.” Or, “I don’t know 
of anyone any of the articles has affected. 
I have never had any reports of any articles 
having any effect on my friends.” Or, “I 
am sure it has; what I have read has helped 
me understand my mother.” 

One general finding which might have 
some specific relevance to an understand- 
ing of the planning of programs of public 
education was that there were few signifi- 
cant or clearly apparent class differences in 
the perception of the mental health litera- 
ture and the educational problem. 

There were few differences between the 
upper and lower ends of the socioeconomic 
class scale as measured in our sample by 
the Hollingshead two-factor scale of socio- 
economic status. (In addition to other 
data, we obtained the educational back- 
ground and occupation for each of our 
respondents, or their respective spouses, 
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which we divided into three equal groups 
in terms of scores on the Hollingshead 
scale.) On no item was there an over 
whelming difference in attitudes toward 
mental health and/or mental health litera 
ture between the extremes of socioeconomic 
status. It might be pointed out that our f 
sample may well be a restricted one since 
we did not have large numbers of people 
in the extreme upper and lower class levels, 
but the sample did include a rvlatively 
even distribution through the range same 
pled. 

It must be pointed out that this rep 
resents a relatively small survey of a rather 
limited domain of concern regarding men f 
tal health literature. Generalizations from 
this data should be made with caution, if 
at all. In our study it appeared that doubt 
can be raised about the effectiveness of 
programs of public mental health educa- 
tion. People found much of the mental 
health literature unusable, although per 
haps at times interesting and provocative: 
They would prefer that the material be 
presented in an understandable, coherent 
and nontechnical fashion, suggesting that 
they were less concerned with problems 
of grave mental illness or severe psycho 
pathology, and more with help in problems 
of everyday living. 

The media through which people re- 
ceive mental health information seem t0 
be markedly restricted. In our community, 
as sampled, the media seemed to be cen- 
tered about one metropolitan daily news 
paper, one local community newspaper and 
some three or four major national periodi- 
cals. In terms of community groups and 
community agencies, the school, by and 
large (particularly as represented by the 
PTA) and the church represent the majo! 
media by which mental health informa 
tion is communicated to the lay public 
This may well be an artifact of the sample 


we selected since we centered on families 
with children. It was difficult to ascertain 
from the comments of persons in the sam- 
ple whether the information made avail- 
able to them had been of any significant 
use in managing their own day-by-day liv- 
ing problems, and also in their becoming 
able to avoid or to recognize major mental 
health problems. 

Despite the many favorable and approv- 
ing comments made about mental health 
literature there is some question raised 
by the present findings regarding the pres- 
ent course taken by the mental health 
educators. There is a question regarding 
the use of the commonly distributed mate- 
rials in mental health education and in 
its effectiveness in communicating prin- 
ciples of mental health to the lay public. 

A serious question which needs to be 
investigated fully concerns further knowl- 
edge about the important agents or agen- 
cies by which attitudes regarding mental 
health problems and information about 
mental health problems might be com- 
municated to the lay public. The effec- 
tiveness of the change mechanisms in the 
public mental health area are of common 
concern, particularly as a result of recent 
literature published from investigations 
in Pennsylvania, North Carolina, Kansas 
City and other locations. It would be im- 
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portant to determine whether the dissemi- 
nation of such information, and even an 
understanding of it by the lay public, is 
any more effective as a change mechanism 
in decreasing the public mental health 
problem than would be the availability of 
any or a variety of “mental health treat- 
ment vectors.” This study suggests the 
need for continuing intensive studies of 
the communicative value of public mental 
health data. It would be useful also to 
explore in further detail the kinds of mate- 
rial the lay public found useful and in- 
teresting, and particularly the kinds of- 
material found effective as a basis for deci- 
sion-making, or choice in managing mental 
health problems, Other studies on the 
effective outcome of public mental health 
information similar to the Cummings’? is 
also in order, The present study does not 
provide convincing evidence that the lay 
public is either accepting or making effec- 
tive use of the mental health informational 
media. 
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The stigma of mental illness 


Why have educational efforts directed to- 
ward the removal of the stigma of mental 
illness failed so tragically, when similar 
attempts in diseases like cancer, diphtheria, 
syphilis, and tuberculosis have succeeded? 
Why has society's tendency to turn away 
from this problem remained essentially 
the same as 50 years ago when Clifford 
Beers initiated his crusade on mental 
illness? * 

To thinking people, failure of plans 
entered upon with high hopes of success 
constitute a challenge to discover the causes 
of misfiring, to face these errors honestly, 
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can be erased 


and then to reformulate and implement 
adequate methods which, with renewed at 
tempts, must win. 

The prime imperative, therefore, is (0 
explore how mental illness differs so from 
formerly stigmatized diseases that the pub- 
lic clings so unalterably to its pattern of 
rejection. The most striking finding from 
this investigation is that mental patients 
lack appeal, appear totally incomprehen- 
sible, strange and mysterious rather than 
sick. Instead of similarity to other type 
of illnesses, the public sees almost ovet- 
whelming differences.? 

First of all, no subject is so likely to 
arouse so much anxiety as mental illness. 
Everyone realizes that at times he himself 
loses control, thinks irrationally and doubts 
the soundness of his own mental health. 
The very condition of doubt, however, by 
leaving at least a shred of hope, renders 
him resistant to potentially disturbing in- 
formation. 

Whereas other diseases ordinarily evoké 
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great sympathy, psychiatric illness evokes 
but slight pity, counteracted by the simul- 
tancous desire to put out of the way one 
whose behavior disturbs and offends be- 
cause he seems stubbornly ill and unco- 
operative. His refusal to comply with 
normal expectations, his need to have 
others always adjust to him makes his be- 
havior unendurable.t 

Fear, too, produces rejection because 
people often see the mentally ill as a pub- 
lic danger. They become outraged about 
the behavior of expatients, blame the hos- 
pitals for having released them despite the 
fact that cases where mental illness has not 
been recognized by society account for most 
of the more lurid stories of the press and 
are confused with occasional unfortunate 
episodes involving patients who have been 
treated in mental hospitals. Indeed, the 
newspapers are greatly responsible for the 
high degree of sensationalism attached to 
the crime of a mental patient—a sensa- 
tionalism which they do not couple with 
a crime of a former prison inmate, for 
example. In the former, the public blames 
the mental hospital; in the latter, it does 
not hold the prison responsible.® 

In addition to an instinctive aversion 
to the strange and distorted, leading to 
both avoidance and fear, many persons 
tend to consider a person responsible for 
his own emotional illness—a retribution 
for an evil done.* 

Finally, friends and family dread the 
possibility of sharing the stigma of their 
mentally ill relatives. Families, particu- 
larly, regard these patients with mixed 
feelings of fear and resentment, guilt and 
shame; the lower the social class, the greater 
the fear and resentment; the higher the 
Glass, the greater the guilt and shame.* 
aga illustrations underscore how real, 
Fv adhesive is the stigma; yet through 

darkness of ignorance, already a few 
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rays of optimism are appearing. Among 
these is the popularity of films, plays, 
novels, short stories and television pro- 
grams featuring mental illness? Here, 
however, we must differentiate between an 
excellent film like “David and Lisa” and 
an unfortunate one like “Psycho,” so dis- 
torting of the real image of a mental pa- 
tient, so generative of fear. 

Too, more and more general hospitals 
are accepting emotionally disturbed pa- 
tients either in psychiatric units or on gen- 
eral floors, as occurs in Dr. Frank Ayd's 
program in Franklin Square Hospital, Bal- 
timore.!” 

Then there is the continual growth of 
state and county mental health associations, 
the holding of many pastoral institutes, 
the existence of the Academy of Religion 
and Mental Health with its proliferation 
of branches. All these indicate that as 
more and more people become interested, 
they will earnestly work for the elimina- 
tion of this stigma. 

One of the most momentous strides was 
the Congress on Mental Illness and Health 
ih a ŘE 
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held in Chicago in 1962 by the American 
Medical Association. This group, up un- 
til recently, shared the difficulties many 
others find in identifying psychological dis- 
turbances as illnesses. 

Already the A.M.A. has begun the im- 
plementation of ambitiously formulated 
plans for coping with the mental health 
problem. I was fortunate to participate 
in one of the first county workshops which 
followed this historic Chicago meeting. To 
me it was extremely gratifying to find its 
method was the involvement of all groups 
concerned in any way with aspects of men- 
tal illness. In addition to the usual allies 
of psychiatry, psychology and social work, 
there were representatives from family 
service, school guidance, parent-teachers, 
visiting nurses, the bar, probation, re- 
habilitation, sheltered workshops and 
every aspect of welfare—public, child 
and maternal.12_ This joining of ranks, 
this increase and variety of personnel can 
but point to an optimistic outcome. 

Added to all of the foregoing, President 
Kennedy’s special message to Congress on 
February 5, 1963, outlining a national pro- 
gram for mental health,1* presented a total 
picture that augurs well for the goal to 
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destroy the prejudice toward mental ill- 
ness. 

Despite these examples of hopeful po 
tential for attacking the problem, the un- 
comfortable fact we must confront is that 
revealed by the study conducted by the 
National Opinion Research Center under 
grants from the National Institute of Mem 
tal Health and the Commonwealth Fund, 
with the advice of the National Associa- 
tion for Mental Health, that the public 
still tends to vest the term mental illness 
with the grimmest connotation—insanity= 
and to confuse the term “mental” with 
intellectual.4 No wonder educational 
efforts have miscarried! 

Evidently the task is difficult and com 
plex. Rather than retreat we must move 
forward with that current knowledge that 
we do not change attitudes by information 
alone but only by involving people emo 
tionally as we help them to gain insight 
into themselves as to why they fear, to 
know that anxiety is natural, to under 
stand how emotions impede their receptiv- 
ity to information, and to comprehend how 
they can achieve an intellectual awareness 
of a problem without feeling any emotional 
impact.15 Of paramount importance then 
is the principle that ideals are caught nol 
taught. 

What then are the specific method 
which will involve people emotionally 
alter the climate of opinion and changi 
attitudes? To stimulate personal involve 
ment, what is necessary is not large audi 
ences but the breaking down of the publi 
into small groups which share basic sim! 
larities and identical or similar needs—P™ 
ents, teachers, clergymen. If informatio! 
for them is to be meaningful, further eval 
uation must weigh the position of socia 
class. Middle-class people tend to be les 
tolerant of deviant behavior! On th 
other hand, their desire for upward mobi 


ity may lower their resistance when they 
karn that fuller acceptance of the mentally 
ill and psychiatric services is a character- 
istic of the upper classes." 

Those disseminating information should 

be acknowledged leaders in the mental 
health profession or should operate under 
their expert guidance. The method should 
be small seminars or discussion groups 
which demand the active participation of 
each member. This means that the leader of 
these sessions should be one well-versed in 
group dynamics. The wise leader will know 
that instead of trying to encompass an en- 
cyclopedia of facts, he achieves greater suc 
cess if he concentrates on one or two areas 
geared to the interests of his audience, if 
he eliminates anxiety and concludes with 
a positive message of hope.* 
An example of such a message is the 
indication of the possibility of work for the 
patient about to return home from a mental 
hospital. It is well-known how families 
often tolerate an individual's deviant be- 
havior in direct proportion to his ability 
to perform in the world of work.® 

Corroboration of this exists in the suc- 
cessful employment program of the Veter- 
ans Administration, which challenges the 
negative view regarding the vocational po- 
tential of exmental hospital patients and 
proves that employers do not run the risk 
of excessive employee turnover by hiring 
these patients.2° Other groups of employ- 
ers become more receptive through indi- 
vidual seminars, characterized by lively dis- 
Cussions and strengthened by the showing, 
under the direction of a groups dynamic 
leader, of the film Bitter Welcome. 

Another way to change attitudes is to 
e rna for face-to-face re- 
e with emotionally disturbed pa- 
“ae oe direct contact can be ex- 
Sea elpful in dispelling fears and 

ng acceptance. Hence, it 1s neces- 
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sary to encourage volunteers to offer their 
services to mental hospitals. In my own 
policy, using the method of persuasive 
coercion, I require my major students to 
devote one-half day each week to volunteer 
activity in one of the community social 
agencies. I not only have by far the largest 
number requesting assignment to the 
nearby state mental hospital, but I also 
know that these volunteers, either by their 
own informal discussion in the smoker and 
dormitories or in formal panels in other 
classes, have wrought a great change in the 
attitudes of other college students. 

Certainly, the churches, with their inter- 
est in the intrinsic worth of every individ- 
ual, in man’s relation and duty to his fellow- 
man, can foster a tolerance, even an ap- 
preciation, of the difference between the 
mentally healthy and the mentally ill, can 
teach parishioners that holding prejudice 
toward any human being is contrary to 
religious teaching, can urge their congrega- 
tions to act as volunteers in mental hospi- 
tals. 

The latter has been accomplished in one 
inspirational example where the Clerk 
mobilized her entire Quaker meeting to 
go every Sunday to a state mental hospital 
to escort the patients to the services of the 
three religious faiths. An even more ad- 


17 Hollingshead, Redlich, op. cit., 342, 


18 Connecticut Department of Mental Health, Com- 
munications Workshop: Interpreting a State Mental 
Health Program Through Press, Radio, T.V., Maga- 
zines (Hartford: Connecticut Department of Mental 
Health, 1959). 

19 Benney, Celia, “Casework and Sheltered Work- 
shop in Rehabilitation of the Mentally Ill,” Social 
Casework, 12(November, 1960), 465-72. 


20 Veterans Administration, The Employment Ad- 
justment of Veterans with Histories of Psychosis 
and Psychoneurosis (Washington, D. C.: Veterans 
Administration, January, 1963). 

21 Stevenson, op. cit, 226. 
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for the mentally ill, the greater are the 
chances of success. Hence, part of the 
strategy should include providing orienta- 
tion meetings for relatives of patients, en- 
listing Big Brothers and Big Sisters, and 
promoting arrangements with visiting 
nurses for followup of discharged pa- 
tients. 

Extending this idea of responsibility to 
the citizen means also working for the es- 
tablishment of community mental health 
centers to offer integrated services of diag- 
nosis, treatment and aftercare. These 
would comprise outpatient clinics, child 
guidance clinics, geriatric clinics, low-cost 
psychotherapy plans, around-the-clock emer- 
gency services, psychiatric units in general 
hospitals, rehabilitation services and refer- 
ral to foster homes, halfway houses, social 


22 Navran, Leslic, “Returning Mental Patients to 
the Community,” Mental Hygiene, 46(July, 1962), 
370-76. 


23 American Medical Association, op. cit, 32. 
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centers, sheltered workshops, as well æ 
provision for the mentally retarded, the 
alcoholic, the narcotic, the delinquent and 
the sociopath. 

The skilled staff of such a community 
center would be available to key social 
agencies concerned with people and their 
problems, would provide assistance to doo 
tors, teachers, clergymen, industrial perot 
nel and police in meeting the emotional 
problems of their charges. To these group 
it would also offer public information and 
carefully planned education. 

The advantages of such integrated com 
munity services are many. First, there $ 
necessarily close relationship with the phy 
sician and the layman. Local nonprofes 
sional organizations can supply vital sery 
ices in many of these mental health areas 
Furthermore, the patient remains at home 
dose to his family and friends in a pro 
gram that has as its goal the utilization 
of all community resources to return th 
patient to his community as soon as poss 
ble. Then, because these facilities are 4 
home, they will not appear so mysteriou 
and fearful as the isolated state hospital 
where the community physician usuall 
has neither treatment privileges nor cof 
tact with his patient. Proximity will er 
able all branches of medicine to becom 
more understanding and to use psychiatri 
consultation and treatment more widely 
All these measures will, undoubted]; 
hasten the abolition of stigma.” 

Of signal value in reforming attitudt 
is the process of communication, execute 
with clarity, accuracy, interest and pers! 
siveness. True communication, it must t 
emphasized, is the mutual transfer not oni 
of meaning but of feeling. Its medi 
which reach into practically every hom 
in America are newspapers, magazine 
radio and television. 

Through the unprecendented co-opét 


during its annual fund-raising cam- 
i This cooperation involves not 
the presentation of mental health 
mt but, of greater significance, the 
tion of a realistic understanding 
the respective roles of communications 
mental health personnel, of the prob- 
of overcoming the distortion and mis 
mentation stemming from attempts to 
the requirements of entertainment 
interest of the public, of the endeavor 
to replace the handicapping stereotypes 
mental illness with a realistic concept 
their medical status. The communica- 
as experts receive information and en- 
ment, the mental health profes- 
is learn of the practical limitation 
d by the restricted time of a tele- 
program, the requirements of news 
0 data for the press, the essentiality 
of appealing material for magazines.** 
‘The subject of mental illness, as previ- 
indicated, tends to produce fear, anx- 
#ety and aversion in the public. Because 
tir technical vocabulary conveys negative 
nings to audiences, mental health pro- 
onals often unconsciously arouse these 
gs. The need, therefore, is to secure 
mediaries between psychiatrists, mem- 
s of auxiliary fields and representatives 
the communications media. These in- 
mediaries can convert the technical anx- 
ety-producing terminology into a more 
imple, meaningful and hence a more 
ceptable vocabulary. They also know 
to wrap-up the data of emotional ill- 
Mess in a personal story, to relate an 
eo that will make one or two es- 
facts as specific and concrete as 
le, to present material so as to reach 
gh to the feelings of audiences, and 
Y, but most vitally, as, far as treat- 
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The main character was a psychotic por 
trayed in the public image of such a pa 
tient; at the beginning she was 
frightened and completely mute. The film 
followed in detail the gradual evolution 
of the diminution of her fear, the begin- 
ning of her relationship with the thera- 
pist, the sequence of therapy until, at the 
end, ready to talk, she appeared as a reason- 
ably normal person no different from most 
of those watching her The sta 
tion broadcasting this documentary received 
a much greater volume of mail than for 


subsequent to such a television program 
a tieup with follow-up material in other 
channels should be arranged—appealing 
magazine articles, interesting newspaper 
runs, small but frequent spot radio pro- 
grams. The total impact should pro- 
duce results similar to those which the 
Madison Avenue advertising experts have 
achieved—an almost universal change in 
public attitudes and actions. 

We have at hand an extensive armamen- 
tarium. By using each and every one of 
its techniques we shall, indeed, reach the 
goal we so earnestly work for—the cradi- 
cation of the stigma of mental illness. 
Se Se 
24National Association for Mental Health, 
“Nation's Leading Broadcasters and Psychiatrists 
Confer,” N.A.M.H. Reporter, 12(May-June, 1963). 
25 Connecticut Department of Mental Health, op. 
cit., 38. 
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Attitudes and opinions of clergymen 


It has long been a part of the folkways 
of the American churchgoer to bring his 
personal problems to his minister, priest 
or rabbi, That this tradition is embedded 
in the folkways is clear from several studies 
which show that many churchgoers, when 


Dr. Larson is associate professor, Department of 
Sociology, Oklahoma State University, Stillwater, 
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he was assistant professor, Department of Sociology, 
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Tables related to the findings of the investigation 
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1 Woodward, Julian L., “Changing Ideas on Mental 
Illness and Its Treatment,” American Sociological 
Review, 16(August, 1951), 446-47. 

2Gurin, Gerald, Joseph Veroff and Sheila Feld, 
Americans View Their Mental Health (New York: 
Basic Books, Inc., 1960), 307. 
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about mental health and 


causes of mental illness 


they cannot handle, will turn to a mem 
ber of the clergy. 

Woodward, for example, reported in 
his Louisville study that 26 per cent of 
the subjects stated that an emotionally dis 
turbed person would seek advice from å 
clergyman concerning his condition; * : 


experiencing emotional difficulties they 


Gurin, Vero and Feld noted in their 
study that the most frequently consulted 
source of help or advice for an emotion 
problem was a clergyman—42 per cent? 
To the extent that these and similat 
investigations indicate that many emotion 
ally disturbed parishioners seek coun 
from members of their clergy, the clergy” 
man’s attitudes about mental health and 
his opinions on the causes of mental ill- 
ness are important. These attitudes and 
opinions most likely would be particularly 
salient when the parishioner’s problem B 
symptomatic of a serious underlying p% 
sonality disorder and he is in need of psy 


help. Whether the parishioner 
ga such help or not depends upon a 
vr of factors. One of these is the image 
gyman has of psychiatry. This 
and the clergyman’s definition of 
the situation should influence his own as 
as his parishioner’s role performance 
therapeutic setting. 
Within the past two decades we have 
a gradual change in the general 
of mental illness, as well as the 
sirability of and necessity for psychi- 
E treatment in cases of severe emo- 
disturbances? There is still, how- 
f, considerable misunderstanding and 
ty knowledge present in many sectors 
American society.4 Although we 
witnessed a shift in the public's 
fest attitudes about the mentally ill 
psychiatry, it is not so evident that 
€ has been a corresponding modifica- 
n in the latent attitudes and overt be- 
Vior patterns, In time these latent at- 
and overt behavior patterns will, 
bt, change in the direction of re- 
g a more humanistic orientation 
oward the mentally ill. 
Tt has been suggested that such changes 
re beginning to take place among the 
tious members of our society, the clergy- 
nan and Preston, among others, state 
theologians and psychoanalysts have 
ome somewhat reconciled as a result of 
Teciprocal contributions which psy- 
lysis has made to religion and reli- 
gion has made to psychoanalysis. Along 
e line, Fletcher stresses the fact that 
is no inherent conflict between psy- 
ty and religion.® These two con- 
nt themes, mutual contributions and 
‘sential conflict, are prevalent in re- 
pastoral literature and would suggest 
embers of the clergy are becoming 
€ sympathetic and understanding of 
problems involved in the field of psy- 
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chiatry. It would seem also that the 
initial shock of Freudian thought, as well 
as the fear of psychiatry and psychoanal- 
ysis, has lessened somewhat. 


PROBLEM 


It would seem that a number of socio- 
cultural variables would be related to the 
clergyman’s attitudes and opinions about 
mental illness and related matters. In the 
present study, while we have not attempted 
to survey attitude change, we will discuss 
a number of variables which appear to be 
influencing current attitudes and opin- 
ions. Among the more likely influential 
factors we would expect to find the clergy- 
man’s social class position, his educational 
background, age, religious affiliation, eth- 
nicity and his father’s education and oc- 
cupation. 

With the above view in mind, an in- 


3 Woodward, op. cit., 443. 


4Star, Shirley A., The Public's Ideas About Mental 
Illness. A paper read at the Annual Meeting of 
the National Association for Mental Health, held 
in Indianapolis in November, 1955; and Star, 
Shirley, A., The Place of Psychiatry in Popular 
Thinking. A paper read at the Annual Meeting 
of the American Association for Public Opinion 
Research, held in Washington, D. C., in May, 1957. 


5 Riesman, David, “Freud, Religion and Science,” 
American Scholar, 20(Summer, 1951), 267-76; and 
Preston, Robert A., “Landmarks in the Relations 
of Psychiatry and Religion,” Bulletin of the Men- 
ninger Clinic, 19(November, 1955), 191-98. 


6 Fletcher, Joseph, “Psychiatry and Religion: Con- 
flict or Synthesis,” Journal of Pastoral Care, 6(Sum- 
mer, 1952), 12-18. This general view is expressed 
also by Biddle, W. Earl, “The Integration of Re- 
ligion and Psychiatry,” Pastoral Psychology, 6(Jan- 
uary, 1955), $441; and by Hacker, Frederick J., 
“Scientific Fact, Religious Values and the Psycho- 
analytic Ex] ience,” Bulletin of the Menninger 
Clinic, 19(November, 1955), 229-89. A contrary 
view is expressed by Ginsburg, Sol W., “Concerning 
Religion and Psychiatry,” Child Study, 30(Fall, 
1953), 12-20. 
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vestigation was undertaken to probe the 
current attitudes and opinions about psy- 
chiatry and mental illness among 422 mem- 
bers of the clergy in a New England state. 
These subjects represent slightly over 44 
per cent of all the members of the clergy 
residing in the state as of January, 1963.7 
During the spring of 1963 questionnaires 
were mailed to all the members of the 
clergy in the state. 

The research instrument was a 12-page 
mailed questionnaire containing attitudi- 
nal items, case histories and background 
questions. The background items per- 
tained to religious affiliation, length of 
time in the ministry, length of residence 
in the state, father’s occupation, father’s 
education, parents’ and subject's place of 
birth, subject’s educational experiences 
with particular reference to pastoral psy- 
chology and counseling, and the socio- 
economic status of his parents. 

This paper will report the major find- 


T Based on all available sources 949 recognized 
members of the clergy were located within the 
state. A clergyman was defined as any person 
who identified himself as a priest, rabbi or minister 
and was so recognized by any religious group. 


8 These items were originally constructed by Dr. 
James B. Taylor for a study on general practitioners 
and their psychiatric orientations, These items 
were modified so as to apply to the psychiatric 
orientations of members of the clergy. (See, Wash- 
ington Public Opinion Documents U:60-57 and 
U:60-173 now titled: Institute for Sociological Re- 
search, University of Washington, Seattle.) 


9 Edwards, Allen L. Techniques of Attitude Scale 
Construction (New York: Appleton-Century-Crofts, 
Inc., 1957). 

10 These items came from the National Opinion 
Research Center, University of Chicago, Survey 
272 Final, May, 1950. Instructions to the members 
of the clergy differ significantly from those used 
by NORG; consequently, the results are not com- 
parable. 


11 Edwards, op. cit. 
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ings concerning attitudes and opinions of 
members of the clergy about mental health 
and opinions on the causes of mental ill- 
ness, with emphasis on the social factor 
related to these attitudes and opinions. 


Scale Items on Mental Health’ 


From a pool of 25 attitudinal items 
about psychiatry, mental illness, the role 
of the clergyman in dealing with emotional 
problems, and the role of the psychiatrist 
in the therapeutic setting, a seven-item 
Likert-type Internal Consistency scale was 
constructed.® 

The response categories were scored | 
through 5, resulting in a theoretical range 
of total scale scores from 7 to 35. Low 
scores indicate favorable attitudes, high 
scores unfavorable. The discriminatory 
power of these seven items, based on the 
mean difference between the top 25 per cent 
and the bottom 25 per cent, was more than 
adequate. The seven t-scores were all 
over 10.00. 


Scale Items on the Causes of 
Mental Illness 1° 


A seven-item Likert-type Internal Con- 
sistency scale was constructed from a pool 
of 11 suggestive causal factors; that is 
factors hypothetically posited as “causing” 
mental illness.1t In terms of causal rela 
tions, the categories of response were: 
none, slight, moderate and strong. These 
categories were scored 1 through 4, respec 
tively, resulting in a theoretical range of 
scale scores from 7 to 28. Low scores indi 
cate a realistic opinion about the causes 
of mental illness; a high score, unrealistic. 

The discriminatory power of these seve? 
items, based on the mean difference be 
tween the top 25 per cent and the bottom 
25 per cent, was more than adequate. Tht 
seven t-scores were all over 9.00. 
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The major analysis will be concerned 
with comparing responses from Roman 
Catholic priests with those from Conven- 
tional Protestant ministers? Occasion- 
ally, however, the Fundamentalist sects, 
Unitarian-Universalists, Jews, and Others * 
will be brought into the discussion for 
informational purposes. The scores made 
by the members of the clergy on both scales 
have been divided into quartiles. The 
chi-square test of significance was applied 
throughout the analysis, and the rejection 
level for the null hypothesis was set at 
05. 


FINDINGS 
Attitudes about Mental Health 


Results show that ministers of the United 
Church of Christ have the most favorable 
attitudes about mental health among all 
the denominations covered in this study. 
At the other extreme Advent Christian, 
Apostolic, Christian and Missionary Alli- 


‘ance, Church of Christ, Jehovah’s Witness, 


Latter Day Saints, Nazarene, Orthodox, 
Pentecostal, Plymouth Brethren, Primitive 
Methodist, Salvation Army, Seventh Day 
Adventist, and United Brethren ministers 
have the most unfavorable attitudes. Of 
these 30 ministers—Fundamentalists and 
Others—22 fell below the median scale 
score on the seven items. Catholic priests, 
also, generally had unfavorable attitudes 
and they did not differ significantly from 
the Fundamentalists and Others. 
ee of the clergy (setting aside 
i gious affiliation for the moment) under 
Eo of age had more favorable atti- 
a s than those 45 and over (P<.001); 
Gis Seda parents were born in the 
Be States had more favorable attitudes 
= those whose parents were foreign 
A aa those who were born in 
nited States but outside of the six- 
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state New England region had more favor- 
able attitudes than either those born in 
New England or outside the United States 
(P<.02); those who majored in the social 
sciences ™ as undergraduates in college had 
more favorable attitudes than those who 
majored in religion, some other subject, 
or did not attend college (P<-001); and 
those who completed five or more academic 
hours in pastoral psychology had more 
favorable attitudes than those who had 
four hours or less (P<.01). 

The findings show that religion is a 
significant variable as Roman Catholic 
priests and Conventional Protestant minis- 
ters differ significantly in their responses 
when, first, age, then rural-urban back- 
ground, parents’ place of birth, subject's 
place of birth, father’s level of education, 
father’s occupational status, type of college 
in which subject was trained, major as an 
undergraduate, or the socioeconomic status 
of his parents is controlled. 

In fact, when even as many as four vari- 
ables are controlled the Conventional 
Protestant ministers consistently show more 
favorable attitudes than Catholic priests. 
The following are four examples of find- 
ings under the conditions of multivariable 


control: 


1. Ministers who are 44 years of age and 
under, with training in pastoral psychology 
and parents who were native-born Ameri- 


Bee ee ES 
12 The term Conventional Protestant refers to min- 
isters of the following religious denominations: 
Baptist, Episcopal, Lutheran, Methodist, Presby- 
terian, United Brethren and United Church of 
Christ. The various Protestant sects, Unitarian- 
Universalists, Apostolic and Orthodox churches 
were eliminated from this analysis. 

18 When Other is used, it includes Apostolic, Latter 
Day Saints, Salvation Army and United Brethren. 


14The social sciences, for our purposes, include 
history, political science, education, geography, soci- 
ology and psychology. 


55 


cans, had more favorable attitudes about 
mental health than priests with similar 
backgrounds (P <.001). 


2. Ministers who are 45 years of age and 
over, with training in pastoral psychology 
and parents who were native-born Ameri- 
cans, had more favorable attitutes about 
mental health than priests with similar 
backgrounds (P <.01). 


3. Ministers who are 44 years of age 
and under, with training in pastoral psy- 
chology and from homes in which the 
father had a white-collar position and at 
least a high school education, had more 
favorable attitudes about mental health 
than priests with similar backgrounds (P< 
001). 


4. Ministers who are 44 years of age 
and under, with training in pastoral psy- 
chology and from homes in which the 
father had a blue-collar position and less 
than a high school education, had more 
favorable attitudes about mental health 
than priests with similar backgrounds (P< 
01). 


Opinions about the Causes of 
Mental Illness 


The findings show that ministers of the 
Presbyterian and Unitarian-Universalist 
churches have the most realistic opinions 
about the causes of mental illness. That 
is, these ministers view such hypothetical 
causal factors as drinking too much; not 
enough will power; lack of self control; 
masturbation; etc., as symptoms of mental 
illness or having no causal relationship or 
a slight precipitating relationship. At the 
other extreme, Roman Catholic priests 
have the most unrealistic opinions, with 
almost 58 per cent (or 102 out of 177 
priests) considering these same factors as 
having a moderate or strong causal rela- 
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tionship to mental illness. While 
difference among all 12 major relig 
groupings is not significant, priests do 
differ significantly from Methodists, 


ministers from the combined Presbyterial 
and Unitarian-Universalist groups. 

Viewing the other factors which were 
hypothesized as being related to the clergy- 
men’s opinions about the causes of mental 
illness, we found members of the clergy 
44 years of age and under having more 
realistic opinions about the causes of mene 
tal illness than those 45 and over (P< 
01); and the higher the level of educa 
tional attainment of the clergyman’ fa A 
the more realistic the clergyman’s opinions 
about the causes of mental illness (P<.05) 
In contrast to the attitudes about mental 
health, rural-urban background, nativity — 
of parents, father’s occupation, subject's ” 
place of birth, amount of training in pas 
toral psychology, and major in college as 
an undergraduate were not related to 
opinions about the causes of mental ill- 
ness. 

The findings also show that religion is 
still a significant variable when age, rural- 
urban background, type of school attended, , 
and major as an undergraduate in college 
are controlled. 

On both sets of items—attitudes about 
mental health and opinions about the 
causes of mental illness—Catholic priests 
generally were among those members of the 
clergy who had the most unfavorable and 
unrealistic psychiatric orientations. But 
when actually confronted with emotionally 
disturbed parishioners, what would a typi- 
cal priest or minister do? 

In response to the question: “How many 
people have you referred to a psychiatrist 
during 19622” 49 per cent of the Catholic 
priests reported three or more referrals to 
a psychiatrist, 29 per cent had one or two 


referrals, and 22 per cent had not made 
a referral. On the other hand, 29 per cent 
of the Protestant ministers reported three 
or more referrals, 38 per cent had made 
one or two referrals, and 33 per cent re- 
ported no referrals during 1962. 

Although these differences are signifi- 
cant, showing priests had made more re- 
ferrals to a psychiatrist during 1962 than 
ministers (P<.001), it must be remembered 
that the priest has a more natural contact 
with the emotionally disturbed parishioner 
through the confessional where the parish- 
ioner is guaranteed considerable anony- 
mity. The minister, generally speaking, 
is not afforded with such easy access to 
his parishioners. We have no evidence, 
however, that those purportedly referred to 
psychiatrists actually sought such aid. 
Neither do we have evidence concerning 
the total number of persons actually con- 
tacting either priests or ministers in the 
population studied. 


DISCUSSION 


It has been reported in a number of studies 
that many emotionally disturbed parish- 
ioners seck out their minister, priest or 
rabbi for help or advice in an emotional 
crisis, It would be difficult if not impossi- 
ble, however, to ascertain the precise num- 
ber of persons who first consult a mem- 
ber of the clergy about an emotional prob- 
lem. Although we do know that about 
three per cent of the referrals actually made 
to psychiatrists come from members of the 
clergy, if, as Gurin et al., have reported, 
42 per cent of a national sample of Ameri- 
cans stated they would consult their clergy- 
man in an emotional crisis, it would seem 
reasonable to assume that a number of dis- 
turbed persons are contacting a member 
of the clergy and not reaching the hands 
of a psychiatrist. 
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There could be a number of possible 
explanations for this: (l) Only those 
judged by clergymen as really in serious 
need of psychiatric assistance are referred 
to a psychiatrist; (2) The actual rate of 
churchgoers turning to their clergyman 
may be much lower than reported; (3) The 
problems of those who do turn to their 
clergymen may be of such a nature that 
the clergyman trained in pastoral psychol- 
ogy feels he can adequately handle the 
situation with or without consulting a psy- 
chiatrist, and no referral is involved; and 
(5) The clergyman may either lack the 
knowledge about the symptoms of ab- 
normal behavior and/or the prerequisite 
attitudes necessary to make referrals when 
such referrals would be recommended by 
the psychiatrist if the cleryman were fully 
aware of the circumstances. 

The attitudes and opinions of members 
of the clergy about psychiatry and mental 
illness would appear to be critical in the 
clergyman's role as counselor of an emo- 
tionally disturbed parishioner. Surely the 
clergyman’s definition of abnormal be- 
havior and his image of psychiatry will de- 
termine when a number of his emotionally 
disturbed parishioners will reach the hands 
of competent medical personnel. 

As indicated earlier in this paper, the 
literature is replete with suggestions that 
the psychiatrist and the clergyman are be- 
coming reconciled to the reciprocal con- 
tributions each can make to the other's 
field of interest. At a superficial level, 
that most members of the clergy accept 
the position there is no inherent conflict 
between psychiatry and religion has become 
abundantly clear. Ata behavioral or oper- 
ational level, however, there are many 
questions to be answered. 

As indicated previously, considerable 
variation exists among the major religious 


57 


groupings studied as to the attitudes about 
mental health. Over 60 per cent of the 
Baptists, Episcopalians, Lutherans, Metho- 
dists, Presbyterians, Unitarian-Universalists 
and ministers of the United Church of 
Christ had either favorable or slightly 
favorable attitudes about mental health; 
however, over 65 per cent of the responding 
members of the clergy of the Roman 
Catholic, Fundamentalist and Other 
churches had unfavorable or slightly 
unfavorable attitudes, The differences 
between Catholic priests and Conventional 
Protestant ministers held up even when a 
series of sociocultural factors were con- 
trolled, up to four factors at once. In 
each instance, ministers had more favor- 
able attitudes than priests. 

In terms of causes of mental illness, 
there was not nearly such a variation among 
the 12 religious groupings, however. Catho- 
lic priests had more unrealistic opinions 
about the causes than ministers of the 
Presbyterian, Unitarian-Universalist and 
United Church of Christ churches. 

But why the differences between priests 
and ministers? Based on other data col- 
lected in another phase of this study, it 
appears that priests overstress the unicity 
of man as a social, psychological and spiri- 
tual animal® They tend to detect moral 
aspects of identical behavioral problems 
which ministers note as purely psycho- 
logical. Priests also were likely to think 
psychiatrists place too much emphasis on 
sex in their treatment of emotionally dis- 
turbed parishioners, and seemed concerned 
lest the psychiatrist be overly preoccupied 
in justifying habits of sin rather than in 
restoring habits of virtue. 


15 Larson, Richard F., “Clerical and Psychiatric 
Conceptions of the Clergyman’s Role in the Thera- 
peutic Setting,” Social Problems, 11(Spring, 1964), 
419-28. 
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SUMMARY 


The current study has attempted to prob 
the attitudes about mental health and th 
opinions about the causes of mental illness 
held by 422 members of the clergy of 
major religious groupings in a New Eng: 
land state in 1963. Major emphasis has 
been placed on comparing the response 
from Catholic priests and Conventional” 
Protestant ministers. Data were also col- 
lected as to the number of referrals a 
ally made to a psychiatrist during 1962. 

Two Likert-type scales were constructed; 
each scale consisted of seven items. Based 
on the responses to these two scales—one 
on mental health and the other on the 
causes of mental illness—it was apparent 
that Catholic priests had more unfavorable 
attitudes and unrealistic opinions than 
several denominations of Protestant min- 
isters. On the mental health scale, minis- 
ters consistently scored lower, indicating a 
more favorable attitude when age, rural- 
urban background, nativity of parents, 
father’s occupation, father’s education, type 
of school attended by subject, major in 
college, and parents’ socioeconomic status 
were controlled. 

On the causes of mental illness scale, 
the differences were not as pronounced, 
suggesting a more homogeneous popula- 
tion. Even so, older ministers had more 
realistic opinions about the causes of men- 
tal illness than older priets; urban minis- 
ters had more realistic opinions than urban 
priests; ministers who did their undergrad- 
uate work in a seminary had more realistic 
opinions than priests who did their under- 
graduate work in a seminary; and minis- 
ters who majored in the social sciences in 
college had more realistic opinions about 
the causes of mental illness than priests 
with similar backgrounds. 


When it came to actually referring emo- 
tionally disturbed i to psychi- 
atrists during 1962, Catholic priests re 
ported more referrals than Conventional 
Protestant ministers. On this point, how- 
ever, in an attempt to infer favorable or 
unfavorable attitudes we need to know 
more about the number of parishioners 


Attitudes of clergymen 
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who turned to a priest in comparison with 
those who turned to a minister, 
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Metastasis: A social 


psychological concept concerning 


The values of science—understanding, 
prediction and control—have implicit in 
them the view of a universe which is po- 
tentially understandable, predictable and 
controllable to some degree; otherwise, 
there would be no point to science. 

This implicit “orderability” operates as 
a postulate in science, and it has important 
implications for the work done in the name 
of science. With such a postulate it is 
small wonder that many scientific fields 
have developed theories which have 
“order” built into them as baselines or 
criterion variables. In the physical sci- 
ences, closed systems are viewed as auto- 
matically regaining equilibrium or order 
among components, as when two chemicals 
combine in orderly fashion to form a com- 
pound. The human behavioral sciences 
studying open systems have also used this 


Dr. Bloom is research associate, Benjamin Rose In- 
stitute, and lecturer, Western Reserve University, 
Cleveland, Ohio, 


60 


mental health and illness 


postulate of order, as in the homeostasis 
theories explicitly, but also in other 
theories implicitly. é 

The point at issue in this paper is 
whether this postulate of orderability is 
a sufficient criterion or baseline postulate 
for the social sciences. 

Specifically, this paper raises the ques- 
tion: Are concepts like Aristotle's golden 
mean and its current mental health defi- 
nition variants in which normality and 
deviation are represented by distance from 
some statistical, normative or ideal typical 
mean or equilibrium position, sufficient 
for social science to understand, predict 
and control mental health problems? 

Points of view on this issue tend to cluster 
around two poles; those who make use of 
the orderability postulate in the form of 
equilibrium theory in the social sciences; 
and those who feel it is not sufficient. 

The former group is by far the larger, 
containing the many types of tension-reduc- 


tion theories; for instance, Freudian, Lew- 
inian and Hullian psychologies, social 
organization and disorganization theories 
in sociology and Keynesian economics, 
among others. The latter group is com- 
posed of those few individuals who are 
goading their colleagues to consider an 
actor's “competence” (25), his curiosity 
drives (11), his existential self-actualiza- 
tion (16), or his “growth motivation” (15), 
etc. 

This paper proposes a new concept, an 
attempt to represent a middle ground be- 
tween these two positions, realizing the 
fruitfulness and the potentiality for scien- 
tific work of each. Theories of the order- 
ability of open systems vary from the scale 
of civilizations (24) to the homeostatic 
mechanisms of the units of physiological 
analysis (5), but this paper will have ap- 
plication limited to those of a social psy- 
chological range. 

The question of the conceptual defini- 
tion of “mental health and mental illness” 
will be the focus of discussion, for it is at 
this point that the two views show their 
positions most clearly and decisively. And 
it is in this area in which progress in con- 
ceptual definition is still at its youthful 
stages, notwithstanding the valuable con- 
tributions to the field (10, 13, 14). 

To put the issue in concrete terms of 
the mental health and illness context one 
might ask: Is a person “sick” merely be- 
cause his “component parts” are not in 
“balanced working order;” and is a per- 
son “well” merely because these parts are 
not out of balance? 

The orderability point of view is €x- 
pressed in the observation that in the 
majority of cases persons who seem well 
and report themselves as feeling well are 
persons whose so-called component parts 
are in equilibrium, each part working to- 
gether within the limits of their natural 
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functions. The other side asks: Is the 
absence of disharmony all there is to a 
dynamic living human being? Is there 
no way in which the “equilibrium” in hu- 
man beings is different from the equilib- 
rium of chemicals or animals? 


ASSUMPTIONS ABOUT 
“HUMAN NATURE” 


Let me begin by stating my assumptions 
about “the nature of human nature” 
within the context of a modern, urbanized 
industrial society. While not all theorists 
make these same assumptions, most would 
make similar statements about the sociali- 
zation process of a mentally healthy (or ill) 
individual. 

First, this individual was not born “men- 
tally healthy or ill;” rather, he became that 
way because of his social experiences, al- 
though he may have inherited the biologi- 
cal basis for mental health or illness. The 
particular balance between “nature and 
nurture” differs for different diseases. 

Secondly, “becoming” may be viewed 
as a process in which the individual forms 
increasingly significant relationships with 
his perception of himself (for instance, in 
self-insight and self-esteem), with other 
significant persons (such as parents, sib- 
lings and special friends) and with signifi- 
cant social structures and institutions (such 
as the school, the office or work place, the 
church and many others) and to’some ex- 
tent with the nonsignificant others, both 
individuals and groups (such as the modus 
vivendi of living with the unknown neigh- 
bors or passing strangers in the street (l, 
17, 19, 20). 

Thirdly, within limits, these relation- 
ships which describe the socialized indi- 
vidual are determined by the social and 
cultural norms and institutions, and by 
personal and environmental accidents to 
which the individual is subject. The body 
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of systematic effort by sociologists and 
psychologists (and related fields) describe 
the ways in which these factors operate 
upon the individual. These “relation- 
ships” of the individual to himself and to 
significant others thus formed are different 
for different persons and cultures, and for 
the same person over time, even though 
there are orderly variations which give rise 
to the patterns of behavior which are the 
stuff of the social sciences. 

Fourthly, these “relationships” of a per- 
son with himself and with significant others 
are one conceptual way to view “person- 
ality,” and this view permits a develop- 
mental analysis of the individual over 
time, showing the growth and change of 
such relationships (9, 18). 

Finally, inherent in the nature of be- 
coming socialized are certain frustrations 
(frustrating experiences) which put the 
basis of the organization of relationships 
(to oneself and to significant others) on the 
defensive. That is to say, because of a variety 
of frustrations, an individual may spend 
more of his energies simply in maintaining 
the relationships than in using the rela- 
tionships in an instrumental fashion of deal- 
ing with everyday life. The neurotic per- 
son develops elaborate defense mechanisms 
in order merely to function “normally;” 
these defenses might be described in terms 
of expensiveness to a potential range of 
instrumental behaviors limited because 
energy is diverted elsewhere. The psy- 
chotic person has developed a more ex- 
tensive set of defenses; perhaps these differ 
in kind as well as in amount or intensity. 

When behaviors become so extensive, 
as described above, we speak of mental 
illness or, more correctly, illnesses, because 
conflicts in relationship to social others 
may take many forms (22, 23). Essentially 
what is being said is that an individual 
cannot adapt to certain social stress and 
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consequently develops a form of 
ing which is recognized as disturbed ; 
“mentally ill.” Compare this line | 
reasoning with the definition of dises 
given in a standard medical dictionary 
“The failure of the adaptive m st 
of an organism to counteract adeg 
the stimuli or stresses to which it 
ject, resulting in a disturbance in 
or structure of any part, organ or 
in the body” (4). The parallel bet 
preceding sociological discussion of th 
development of mental illness and t 
medical definition of disease should bi 
quite apparent. 

However, many theorists have pointe 
out the value assumptions in this line of 
reasoning (7, 21, 23). The assumption i 
that the regaining of order or equilibrium 
requires some valued reference point b 
which to judge success. 

What is the “adequate function of sti 
ture” in the medical dictionary, and ¥ 
would this be in the psychological 
What is the cultural norm by whi 


tion include or account for the “positi 
deviants,” the creative as well as the “ni 
tive deviants” such as criminals? 
is the status of the “neutral deviants,” 

physically deformed, etc.? At what ti 
does one fix the boundaries on l 
ity”? And how, if at all, is the definition 
of normality permitted to change wi 
the times? In general, these criticisms 
lead to the implication that the norm © 


ever its label—becomes almost, by defa 
an indefinite average status quo. 

Few would quarrel with the goal of 
regaining health as a valued end of treal 
ment, especially if the interviewed pe 
were sick himself. However, when the 
plications of this value position as a pos 
late in a theoretical system are poin 


out by critics who do not accept the order- 
ability postulate as a sufficient criterion 
for work with human behavior, a new prob- 
lem arises. 

If one attacks equilibrium, then what 
positive criterion for disequilibrium as a 
baseline for mental health (or anything 
else) can be offered in its place? Noncon- 
formity may be an alternative value in the 
face of the adjustment or conformity of 
the orderability theorists, but of what non- 
conformity consists is difficult to specify. 
This is especially true of nonconformity 
as a criterion for mental health. Usually 
the result is that some ratio of “so much 
nonconformity to’ so much conformity” 
is’ specified, and mentally ill persons are 
advised or trained to behave in ways that 
emphasize a bit more of the one or of the 
other. 

But I submit that this is not the full 
answer, The most heinous criminal obeys 
probably 99 per cent of all statutory law. 
Hence, this compromise method is never 
a conceptually acceptable method because 
there are no logical rules to derive the 
ratio of how much conformity to how much 
nonconformity makes a man healthy. Fur- 
thermore, relatively little effort has gone 
to the study of mental health of a “normal” 
person or to a person with “high-level 
wellness” (8). The question arises as to 
what a nonorderability criterion for men; 
tal health would be like for the “well” 
or for the “superior” person. Logical 
completeness would demand some consid- 
eration of this question for any theory 
_ of mental health or illness. 


HOMEOSTASIS AND 
ERIAL HOMEOSTASIS 


Perhaps the clearest example of homeostasis 
a adapting to “problems in living” on the 
evel of human beings is that of the young 
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infant who lies sleeping and then wakes 
with loud cries. He is fed, etc., and put 
to bed again, Viewed as a process which 
this young living human system goes 
through, this may be described as a homeo- 
static lack or stimulus (hunger) which 
leads to behaviors that replenish the lack 
(by feeding), thus regaining a homeostatic 
equilibrium. 

This simple picture soon changes because 
the infant becomes active enough not to 
be returned to the crib after feeding. He 
begins a new activity after a previous lack 
has been met. At the least, the one 
lack (hunger) which has been replenished 
is the basis for new stimuli, perhaps a 
self-stimulated exploration of the room 
or perhaps the unpleasant stimulation of 
being damp and cold. The activity un- 
dertaken to solve this second problem then 
permits a third activity to take place. 

Analytically, each activity—action and 
reaction—may be viewed as an instance 
of homeostasis. More importantly, and 
viewed in a developmental context, this 
is serial homeostasis. Solving one prob- 
lem puts one into position to solve other 
problems, or presents handicaps if the 
earlier problems are not adequately solved. 

Sometimes the series is continuous, as 
when the child manages to get through the 
soup, meat, potatoes and vegetables in order 
to get to the dessert. Other times the 
series is discrete, as when the child plays 
pall and then watches TV and then turns 
to some other activity that captures his 
eye. One can imagine intermittent homeo- 
stasis too, as when the child solves a series 
of continuous (homeostatic) arithmetic 
problems and then turns to his history 
assignment only to return to advanced 
versions of the arithmetic problems the 
next day. ‘There are probably one-shot 
homeostatic problems—a special event or 
party for example. 
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Serial homeostasis begins to approach 
the complexity of most human behavior, 
but it is not clear that viewing each dis- 
crete action-reaction by means of homeo- 
stasis, even when these action-reactions 
are strung out together, solves the basic 
problem about having a conceptual tool 
at an adequate level of abstraction. Is 
there a need for a uniquely interpersonal 
concept to deal with adaptations to inter- 

nal behaviors as homeostasis does for 
physiological adaptations? 

Note that homeostasis could be used to 
analyze social behavior by treating the 
effects of social organization, or norms or 
group life, on the individual's homeo- 
static—that is to say, physiological—sys- 
tem. But such an analysis would be hard- 
pressed to predict what behavior the 
individual would choose in response to 
social pressures. This is because social 
meaning goes beyond physiological reac- 
tions, although such homeostatic reactions 
are required for all social expression. We 
are thus caught in an apparent dilemma 
of needing a physiological vehicle such 
as homeostasis, while at the same time 
needing another kind of vehicle distinc- 
tive of social expression. Using the phy- 
siological model of homeostasis further 
prohibits consideration of “superior” adap- 
tations because once physiological balance 
is achieved, that is the limit of physiologi- 
cal activity. 


BEYOND HOMEOSTASIS: METASTASIS 


The remainder of this paper will outline 
a concept that will permit a more nearly 
adequate conceptualization of mental 
health. This concept will consider the 
interpersonal relationship as intrinsic to 
this goal, rather than the extended version 
of homeostasis usually used to suggest 
when mental health exists. (While some 


64 


have challenged whether homeost 
suitable in the analysis of mental behai 
the utility of the concept is not ust 
challenged in regard to physical heal 

It is difficult to specify in advance 
form this concept will take, because 
are no natural boundaries for 
health and illness” as there are in g 
or tissue systems of the body. 

As a first approximation, let us! 
for a social psychological concept 
focuses on the dimensions of the relati 
ships a person has to other persons 4 
things, rather than on the attributes of 
person himself. Using that theory of p 
sonality which described the individ 
as a persisting organization of relationsh 
to himself and to others, one can ob 
that many social behaviors involve int 
related tensions and satisfactions which 
such that the individual alone could 
be sole master of his regaining an equilih 
rium. The situation depends as much 0 
what others do as on what he does. 

As the socialized individual learns | 
respond within the range of behav ol 
set by his culture and society, he finds 
he cannot rest until a stimulus comes a 
at which time he leaps up, responds | 
then sinks down into repose again. Ra 
his societal task (which becomes intel 
ized as his individual task) is one of 
ing a complex series of ongoing hol 
static reactions which dovetail more © 
less neatly into a series of reactions 
other persons. Biologically, persons ¢ 
in their capacity for reacting to the 
of social stimuli sent at them, but, $ 
logically, they all must make their p 
with the problems society sets for the 

Thus, the first approximation of a 
tal health concept focuses on that pol 
of the individual which is involve 
dynamic relationships with others. 
is not to exclude the “whole” in 


who may be treated as a homeostatic unit, 
but rather the focus is on the “mutually 
shared field” of this individual with others.) 

The second approximation begins at this 
point of the mutually shared field in recog- 
nizing that a person's relationships with 
others are themselves an organized system. 
Cartwright and Harary's (6) version of bal- 
ance theory permits us to speak of the re- 
lationships of any number of persons psy- 
chologically connected in such a way $0 
as to describe a structure of such relation- 
ships as “positively or negatively balanced.” 
By positive or negative balance, Cartwright 
and Harary refer to the configuration of 
positive or negative affective relationships 
making up the structure, from the point of 
view of a given individual. See also 
Heider (12). 

This form of balance theory means that 
tools are available for testing a person's 
relationships with a number of other peo- 
ple. But in and of itself this provides no 
criteria by which to judge mental health, 
except as the individaul is in “x” degree 
of balance with a social structure in ques- 
tion. Needed is another factor—the qual- 
ity of intensity of the relationship between 
persons, This leads to a possible conflict 
between the notions of the range and the 
depth of relationships; a shallow relation- 
ship with many persons may not be psy- 
chologically equivalent to an intensive 
relationship to a few persons or to à sym- 
bolic entity. And so while balance theory 
begins to give us the tools for viewing 
the person in interpersonal terms, it can- 
Not yet give us the full criterion for mental 
health. 

_A third approximation notes that rela- 
tionships are rarely static; they change in 
degree with use and nonuse. This is be- 
cause of the dual nature of relationships, 
the belonging to the dynamic field between 
two persons rather than as an attribute be- 
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longing to one of them. Relationships need 
to be “recharged” by communication. 
Fither the other person might initiate this 
communication or the self might do so. 
When viewed from the perspective of a 
given self, a person reacts to the other-as- 
initiator of communication, while he pro- 
acts to himself-as-initiator of communica- 
tion. 

This difference in definition leads to 
some important differences in the recharg- 
In the reactive case, one need 
only minimally reaffirm the relationship 
and this may be done by homeostatic reac- 
tion, although it may involve the returning 
of more than was called for minimally. 
‘This latter behavior is proaction, in which 
one must take the initiative to recreate the 
relationship, with the advantage of re 
defining and perhaps adding new dimen- 
sions to it, if so desired. 

As Bales (2) points out, quantitative dif- 
ferences lead to qualitative differences; the 
amount of communication initiated leads 
to differences in status between a leader 
and the rest of the group. In an important 
sense this might be seen as a greater in- 
volvement in the situation the more one 
is involved in a large amount of proaction. 
(Although Bales’ category system is a quan- 
titative content-free method of analysis, 
and hence not directly applicable to this 
qualitative problem involving depth of 
relationships among other dimensions, his 
method does give some valuable hints. It 
gives a way to picture the nature of a 
person's relationships with others, to show 
the changing pattern of these relationships 
over time, and to show how variations 
in amount and kind of communication 
may come to have social meaning.) 

Thus, this third approximation to a 
concept of mental health adds to the other 
approximations a possibility of giving 
qualitative perspective to a systematic anal- 
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ysis of organized interpersonal relation- 
ships. 

Using the three above approximations as 
indicators of conceptual dimensions, let 
me offer an interpersonal concept of mental 
health and illness: metastasis. Note that 
each of the approximations might be 
treated separately, but it is their combina- 
tion which is the present focus. Metastasis 
represents an interpersonal concept of bal- 
ance or equilibrium among component 
parts which intrinsically include other 
actions in the situation as well as the phy- 
siological equilibrium of the self. 

Persons may be seen to vary by degree 
in the “size” of the metastatic unit they 
are capable of, and the length of time 
they can sustain such a unit. For illus- 
tration, perhaps the personality type called 
the Innovator might be a one who can 
create a new combination of relationships 
(among things and ideas) which prove to 
be socially useful. The Technician or 
Manager might be one who is able to 
sustain this new system of relationships 
for long periods of time. The Statesman 
might be one who is able to sustain an 
unusually useful set of relationships for 
long periods of time. Thus, headroom 
is created for analysis of the “superior” 
man. 

On the other hand, there are types of 
unbalanced personalities. | Using—with 
some regret—the standard labels of forms 
of mental illness and health, let me offer 
the following model: 


Intrapersonal Interpersonal 
Psychiatric Homeostatic Mode of Metastatic Mode of 


Label balance imbalance balance imbalance 
SSS 
“normal” x .. x oe 
“eccentric” x ve = x 
“neurotic” = x x ae 
“psychotic” .. x oe x 


The eccentrics, like the innovator and 
66 


the statesman, do differ from the 
of their society on certain points, but the 
conflicts are social, creative and 
Normal persons manage to live within bo 
their own and society's equilibrium d 
mands, while the neurotic and _psychoti 
cannot, for many different kinds of rea 
Obviously these four ideal types are m 
intended to be diagnostic labels becaus 
the phenomena of mental health and il 
ness or even of any one category such ; 
psychosis are much more complex 
a pattern of balances and imbalances 
gested here. The point of this classifie 
tion model is that there are four generi 
categories rather than two or three as 1 
usually suggested—the normal and the 
normal, or the normal and the neurot 
and the psychotic. 
Each category of mental health-and-l 
ness is subject to the evaluations of 
given culture for final definition. (Con 
formity in an entrepreneurial society 
“bad,” while it is more nearly “good” if 
a large scale bureaucratic society.) Ead 
of the four categories may exist at different 
levels of intensity, composed of both the 
person in the sense of the intrapersonal 
ego and the person in the sense of the intel 
personal or social “I” in combination. 
is this complex whole which seems to mi 
to offer a more nearly adequate conceptu 
alization of mental health and illness fol 
the average man and for the superior man 


SUMMARY 


The simple homeostatic conception 
mental health and illness was tentati 
suspended because it did not take i 
consideration the ongoing social world 
relationships. Even the additional noti 
of serial homeostasis—while more typic 
of the adult human problem-solving, P! ob 
lem-creating mode—could not be ust 
to predict reactions because it did not Ï 


clude conceptually the quality of symbolic 
meaning of social life in contrast to the 
fundamental meaning of homeostasis, the 
physiological reactions. An interpersonal 
concept was apparently needed. 

The first approximation toward this con- 
cept was in the form of mutually-shared 
relationships individuals have with one 
another; this ties the problem of mental 
health and illness squarely with interac- 
tions with other persons and social struc- 
tures. The second approximation adds 
that interactions themselves from systems 
which have degrees of balance or imbal- 
ance, 

Now equilibrium is viewed as interper- 
sonal in nature, but a way is still needed 
to evaluate such states of balance as 
“healthy” or “ill.” For this, a distinction 
between reaction and proaction was sug- 
gested, on the assumption that quantita- 
tive involvement would lead to qualita- 
tive differentiation. In a given culture, 
some style of reactivity (passivity) or pro- 
activity (activity) might be judged as 
“normal,” while the reverse would be “ab- 
normal” (3), Persons could show varying 
degrees of each style, although cultural 
forces such as the “Protestant Ethic” would 
tend to stress one or another style as “bet- 
ter.” Although values permeate the cultu- 
ral definitions of normality and abnormal- 
ity, the conceptual and physical operations 
for identifying styles of interpersonal bal- 
ance would be value-free. 
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A skeptic’s view of the 


mental illness game 
or: 


An old state hospital hand’s 


jaundiced look at progress 


There has been much talk in recent years 
about many of our concepts of the dis- 
Position and treatment of the mentally ill* 
being incorrect and inadequate, about our 
facilities for taking care of the mentally 
ill being too large and outmoded, about the 
Manpower requirements in the mental 
health professions being woefully inade- 
quate, and about this last condition being 
Expected to get worse (l, 3, 4). Many of 
these modern trends involve contradiction, 
or slogans of doubtful generality. The 
Present comments will focus on a few of 
these, with particular emphasis on the man- 
Power shortage. 

While the shortage of mental health 
Personnel is getting worse, specialization 
and professionalization in the various pro- 
fessions is increasing. The lead here may 
have been taken by the increase in speciali- 
zation of the medical profession; it was fol- 


lowed or accompanied by clinical psycholo- 
gists considering the Ph.D. as the basic and 
minimal degree, and by the social workers’ 
requirement of the master’s degree. More 
recently, there has been a greater push for 
doctoral degrees in social work and in 
nursing, and increased emphasis on post- 
doctoral training in clinical psychology. 
The need felt by members of all the pro- 
fessions to get advanced degrees in public 
health should not be forgotten here. Thus, 
while the need for trained workers is 
Shas a 
Dr, Simon is chief psychologist, Northampton 
State Hospital, Northampton, Mass., and visiting 
lecturer, University of Massachusetts, Amherst, 
Mass. 

1 It is felt that many of the criticisms of the mental 
illness model (e.g. 5, 6) are valid ones. Retention 
of some of the terms of the mental illness model 
should not be interpreted as implicit agreement 
with that model. 
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greater now, more years of the careers of 
many workers in mental health are being 
taken up by additional training. 

Casting aspersions on the desire for ad- 
ditional education is nowadays almost in 
the same category as the refusal to come 
out against sin; nevertheless one wonders 
whether nonacademic motives are not too 
frequently predominant here. True, many 
professional people seek more training 
with a sincere desire to know more, learn 
more, and be better able to deal with 
specific problems. Still, one wonders 
whether less resounding motives are often 
only too important. For the individual, 
the acquisition of additional degrees usu- 
ally means a considerable increase in 
money, status and prestige, For the pro- 
fession it seems to involve a feeling that 
the “higher” the basic degree, the greater 
the prestige of its members in relation to 
those of other professions.? 

As an accompaniment of the scramble 
up the degree ladder often comes a dis- 
satisfaction with some of the original func- 
tions of the various professions. Some 
social workers do not like to take histories 
anymore; some psychiatrists do not know 
much about medicine anymore; psycholo- 
gists think testing is beneath them; nurses 
become mental health co-ordinators and 
do not want to deal with patients. Every- 
one has big degrees, thinks he is a “big 
deal,” wants to run things. What used 
to be a team becomes dissolved into a 
congeries of independent operators all en- 
gaging, to quite an extent, in the same 
task. 

This should not be interpreted as a 
suggestion that all the members of the team 
should always engage in different activities, 
Quite the contrary. Many activities, par- 


2 For a discussion of professionalization, see Hughes 
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ticularly the various forms of psychother 
apy, should be practiced by all; the dec: 
sion as to who is to do it in a particular 
case should depend on the time available, 
on the personality and preferences of dif 
ferent team members, and on the different 
techniques favored by different professions 
and by different individuals. 

Nor should this be viewed as a defense 
of the status quo; psychologists always 
have tested and should continue to do s0; 
social workers always have taken histories 


and should continue to do this, ete 
Rather, what is being stressed here 
is that the different points of view 


characteristic of the various professions 
and the different tasks done by them each 
contribute to the total evaluation and treat- 
ment of a particular individual. If pro- 
cedures become outmoded they should be 
discontinued; if they still serve a useful 
purpose, specialization seems reasonable. 
It should also be added that it need not 
be rigidly predetermined who is to be the 
head of the team. It could be anyone of the 
various professions. It might even be 
preferable to have a nonprofessional ad- 
ministrator, as the head of the team with al- 
ternation of the person in charge of a 
particular case. In one case the person 
in charge might be a social worker, in 
another, a psychiatrist, psychologist, nurse, 
etc. The particular arrangements would 
vary with different types of settings (5). 
To make the irony of the manpower 
shortage even more poignant, it is felt 
that if people are so highly trained and 
there is an impossible shortage anyway. 
the emphasis should be on research, 
not on treatment. Such slogans as “major 
diseases never were cured by more ther- 
apists” are then used to prove this 
point. This emphasis on research is 
particularly true in psychology, is becom- 
ing more true in psychiatry, and no doubt 


-— af 


a: 
h being the “Sacred Cow” of 
the t day, it is considered more or 
~ Jess sacrilegious even to talk about its pos- 
gible overemphasis. The large amounts of 
money pumped into research by NIMH 
and the various funds have taken many 
wualified clinicians partly or wholly out 
‘dinical work.* 
The question here is similar to that 
aked by the critics of “crash programs” 
space sciences, etc: will it really pay 
off? Can the increase in funds, resulting 
the grinding out of many papers really 
tase the amount of important 
netimes one wonders. Certainly up 
| now, the predominant germinal ideas 
this area of knowledge have been the 
uct of clinicians with an inquisitive 
linicians like Jackson, Freud, 
euler, Rorschach, whose clinical and 
soretical endeavors formed an organic 
ole. 
ith all due respect to parametric re- 
, one wonders whether this is the 
hod of choice in this area as yet. One 
wonders whether a good deal of work 
ains to be done in the refinements of 
ie concepts used, a task which is as im- 
| Portant as the purely empirical work. At 
“any rate, reversing one of the common 
saws in the mental illness game: Can we 
afford to spare these clinicians engaged 
in dubious research? 
T An additional contradiction relating to 
the manpower problem relates to the Joint 
ie ission’s emphasis on smaller hospi- 
tals and on clinics. In principle this seems 
to be an excellent notion, but such an 
| Emphasis would be sure to exacerbate the 
3 Shortage of personnel (1). If even cur- 
| rently there is a serious shortage, with 
Vacancies in many institutions and clinics, 
_ this would become worse with a prolifera- 
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tion of many small hospitals, not to men- 
tion the personnel required for new 
clinics, day hospitals, etc. 

From the manpower point of view, a 
large (1,500-2,000 bed) hospital has certain 
advantages. One of these would be the 
avoidance of duplicating nonclinical work; 
eg, administrative tasks could be taken 
care of by one person rather than by 
several. Another advantage of a larger 
setup is that many different tasks could 
be performed, a certain degree of mobility 
would be possible, and there would be a 
variety of people with whom opinions 
could be exchanged. At least some clini- 
cians would prefer this to the constant 
plying of the same limited tasks, and to hav- 
ing only a small number of people with 
whom to discuss matters. 

It should be emphasized here that it 
is not argued that smaller installations 
would not be advantageous, Rather, it is 
felt that from the point of view of the man- 
power problem, the situation will get even 
worse than it is now, and that some of these 
proposals are pseudo-solutions. It seems 
dubious whether “nonprofessional” per- 
sonnel will be able to take up too much 
of the slack. Even if they would, judging 
from the professionalization issues already 
discussed, it probably would not be too 
long before “nonprofessionals” would work 
toward becoming professionals. 

Another slogan, no doubt always used 
but being particularly emphasized in recent 


a in 
It should be added that this emphasis is that of 
the Joint Commission of Mental Tilness and Health 
and of departments at universities but not neces- 
sarily that of individual professionals; ¢.g., (4)- 


4 Of course, much of this experimentation is being 
done by upstanding academicians intent on getting 
extra funds for their schools and for themselves, 
while gathering the publications necessary for pro- 
motion. The ethics involved here are not always 
the most savory, but this is another story. 


71 


years, is “get the patients out of the hospi- 
tal.” No one wants a person to stay longer 
at a hospital than necessary, and the effects 
of institutionalization are probably con- 
siderable. Still, one wonders about the 
intensity of the feeling to “get the patients 
out.” 

One group that feels strongly about it are 
the administrators of hospitals and of state 
departments of mental health. Getting 
patients out means having to ask for less 
money, less overcrowding, etc. Also, 
achieving a decrease in the patient popu- 
lation of a mental hospital is considered to 
be the sign of a good administrator. “He 
got the census down from 3,000 to 2,500 
in two years!” would be great praise. 

In olden times, there may have been 
some justification for considering lowering 
the patient population as a sign of suc- 
cessful treatment. Currently, very few 
would be so bold. It is very well-known 
that the readmission rate is very high. 
What seems to be happening quite fre- 
quently is that there is a substitution of 
letting the patient return to his family for 
the longer custodial care of the past. Since 
very often, no outpatient care is available 
to or accepted by the patient, he returns 
to the hospital. If truth be told, the dis- 
charge of a patient is almost always thera- 
peutic for a hospital and its staff; it need 
not necessarily be therapeutic for any par- 
ticular patient. The confusion between 
what is therapeutic for a hospital and what 
is therapeutic for a patient is part of the 
double talk of the mental illness game of 
our day. 

There is another group of workers who 
are equally insistent on “getting the pa- 
tients out,” but for more obscure reasons. 
These people seem to consider that being 
a patient in a mental hospital is about 
the worst thing imaginable—that there is 
something vaguely disgraceful about a pa- 
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tient staying at such a hospital and even 
more so about a patient wanting to stay. 
To some extent, these people have the 
same feeling about a hospital as do the 
incoming patients. Not surprisingly, this 
is a typical attitude among newcomers to 
a hospital and among visitors. 

What is most difficult for some of 
these people to see is that in many cases 
the hospital serves the function of an 
asylum. A person who has trouble getting 
along stays until he or someone else can 
work out a better solution. Not infre- 
quently, a person will prefer a hospital to 
a rest home, to a single room, or even a 
return to the family. At times this involves 
purely expedient reasons, but for many 
patients, one gets the impression that they 
feel less lonely at the hospital, or that 
there are more things for them to do at 
the hospital, than if they were “home.” 
Thus, it becomes important to weigh the 
negative effects of continued hospitaliza- 
tion, such as “institutionalization,” against 
the positive ones, Among the latter, the 
formal treatment would be only one of 
many aspects, the asylum function another. 

Much of the foregoing has been high on 
negative criticism. Positive suggestions are 
harder to come by. Certainly, many of 
the usual suggestions—such as making 
sure that the subject matter, needs and 
problems of the mental health professions 
will get a hearing by the college under 
graduate as well as by the high school 
student—would be very important. Solu- 
tion of some of the difficulties referred 
to above seem similar in complexity tO 
coming to agreements about nuclear bomb 
testings. 

How can we reach agreements among 
the various professions about not starting 
or increasing programs that involve the 
conferring of higher degrees or the m- 
crease of time spent in graduate and post 


graduate training? About not increasing 
the minimal training requirements for 
any of the mental health professions unless 
this is really necessary? About avoiding 
programs that are not concerned with new 
approaches but only with the status needs 
of the various professions? Or about novel 
approaches that could be fitted within ex- 
isting programs instead of becoming spring- 
boards to status needs? 

One can easily anticipate each profes- 
sion trying to make sure additional degree 
requirements, internship requirements, etc., 
will be on the books before some kind 
of an agrement is reached (“Just another 
series of nuclear tests!”) Trying to achieve 
a more reasonable approach to research 
needs involves the same type of issue. This 
would involve de-emphasis of the explicit 
or implicit assumptions made by many 
that the training for research or the en- 
gagement in research is always more desira- 
ble than clinical service endeavors. It 
also would involve the position that certain 
types of research may be irrelevant to 
clinical disciplines and should not be en- 
couraged by large sums of money by 
mental health agencies.5 

A sense of proportion is needed in our 
outlook on research, Research is at the 
base of our knowledge, but systematic ob- 
servation; e.g., clinical work, leading to 
hunches for experiments and new con- 
ceptualizations, may often be of equal 
value. 

On a more positive note would be the 
Suggestion that institutions offering a vari- 
ety of programs would make work more in- 
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teresting for many clinicians. In other 
words, using the present mental hospitals, 
wherever feasible, as the core, and adding 
day hospitals, night hospitals, various 
clinics, research sections, etc., would offer 
the environment in which at least some 
clinical workers would be most happy. 

If the salaries would be reasonable: i.e., 
not greatly lower than for other positions 
requiring similar training, hospitals for 
the mentally ill might be able to fill 
the existing vacancies. As it is, many 
of the professionals in public mental hos- 
pitals feel that the current trends will pre- 
vent recruitment to hospitals, while leaving 
the work that needs to be done much as 
it always has been. 
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Personality correlates of the 


INTRODUCTION 


In recent years mental hospitals have been 
the focus of a great deal of research per- 
formed by sociologists, psychologists and 
psychiatrists. Of considerable importance 
has been the growing emphasis on the hos- 
pital milieu as a potent therapeutic tool. 
The hospitalized patient is suddenly thrust 
into a new environment which provides 
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orientation of mental 


hospital attendants 


his sources of personal contact and of 
gratification of physical needs. 

It seems apparent, therefore, that the 
individual and collective attitudes of staff 
members, the nature and extent of mean- 
ingful interactions, and the roles assumed 
by the staff and impressed upon the patient 
group in this specialized community ae 
important determinants of the direction, 
speed and success of a program of therapy: 

The aim of the present study is to 1- 
vestigate certain personality characteris- 
tics and backgrounds of mental hospital 
attendants and to correlate this data w! 
custodial and humanistic orientations t% 
ward mental illness. K 

To date, several hundred attendants in 4 
large state hospital have been studied over 
a time-span of three years. A control pop- 
ulation consisting of subjects lacking the 
attendants’ day-to-day contact with me 
illness was included to provide additional 


baseline and comparative data. This con- 
trol group consisted of employees in a 
large department store. 


METHOD 


In order to identify orientations toward 
mental illness in the attendant population 
of a state mental hospital, Gilbert's (5) CML 
(Custodial Mental Illness Ideology Scale) 
was administered. It was felt that such 
orientations would range on a continuum 
from humanistic (low-scorers) to custodial 
{high-scorers), The criterion for selection 
às a custodially-oriented attendant required 
that a given subject obtain a CMI score 
at or above one standard deviation from 
the mean CMI score for all attendants. 
Conversely, to be considered as most hu- 
manistic in orientation a subject must 
obtain a CMI score at or below one stand- 
ard deviation from this mean, Appended 
to the CMI scale was an autobiographical 
inventory designed to provide information 
as to the age, sex, marital status, educa- 
tional background, extent of contact with 
mental illness and the amount of work 
experience in mental hospitals. 

To facilitate measuring certain person- 
ality variables in a population of several 
hundred subjects and statistically to ana- 
lyze these data in a digital computer, a 
new, so-called Personal-Social (P-S) scale 
was devised. Starting with a pool of sev- 
eral hundred questions drawn from stand- 
ard psychometric instruments and includ- 
ing original material meeting a criterion 
of face validity, a 70-item testing instru- 
ment was constructed. These 70 questions 
on the P-S scale could be divided into five 
subtests to assess, respectively, anxiety, 
Paranoid tendencies, hostility, prejudice 
and authoritarianism. On the basis of 
past experience in a mental hospital set- 
ting and a review of the literature, it was 
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felt that these personality parameters held 
the most promise of differentiating the 
custodially and humanistically-oriented 
attendants. It was by that at- 
tendants more custodial in ideology would 
score significantly higher on the aforemen- 
tioned P-S scale subtests. 

In order to assess the attendant’s views 
of his parental relationship during the 
period of his youth, a Family-Custodial 
Role Performance (F-CRP) scale was con- 
structed, This F-CRP scale was 
by selecting 20 items from the Custodial 
Role Performance (CRP) scale (7) and 
modifying these items so as to apply to a 
parent-child situation rather than the at- 
tendant-patient relationship, as in the case 
of the original battery. 

Differences in attendant ideology (ori- 
entations toward mental illness) were cor- 
related with such autobiographical param- 
eters as age, sex, previous occupation, 
educational background, extent of pre- 
employment contact with mental illness 
and longevity as an attendant in mental 
hospitals. These aforementioned vari- 
ables, then, may be considered, in part, to 
portray the population under study in 
terms of certain fundamental sociopsycho- 
logical factors. 

To provide information as to the reli- 
ability and validity of testing instruments, 
subjects were re-examined on two occasions 
after a temporal interval of one and two 
years. Further, in conjunction with these 
procedures, non-questionnaire data were 
accumulated to assess the correspondence 
of the attendant’s ward behavior to his 
test battery response. The state hospital 
selected for study had 384 attendants at 
the time of initial testings. The afore- 
mentioned testing instruments were ad- 
ministered to these subjects as detailed 
below. The response in terms of returned, 
usable tests was 86 per cent. 
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The test batteries were delivered to the 
subjects in manila envelopes. They com- 
pleted the questionnaires in privacy, sealed 
the envelopes and placed them in the col- 
lection boxes provided. The single mark- 
ing on the sealed envelope was the address 
of final destination, reading: Department 
of Sociology, University of Washington. 
Letters of instruction were provided the 
subjects assuring them that their responses 
were confidential; that is, they would not 
be identified on an individual basis with 
the project nor would such information 
as they might provide be made available 
to their supervisors. 

With respect to the control population, 
procedures identical to those carried out 
with hospital attendants were now directed 
to this group. Instructions were modified 
so as to be applicable to these respondents. 

Three hundred of a total of 1,000 em- 
ployees were selected in a random manner 
for testing. Each subject was administered 
the Custodial Mental Illness Ideology scale, 
the Personal-Social questionnaire and the 
Family Custodial Role Performance In- 
ventory. Approximately 50 per cent usable 
returns were obtained for subsequent anal- 
ysis. Subjects having had direct contact 
with mental illness were not included in 
this control population; this number was, 
however, extremely small (three). 


RESULTS 


The first step in analyzing these data in- 
volved the calculation of the CMI mean 
and standard deviation for the entire at- 
tendant population, Following this pro- 
cedure, the subjects were arranged into 

groups on the basis of their obtained 
CMI scores. The groups were divided on 
the demarcations provided by the com- 
puted standard deviation values, Thus, 
those with CMI scores placing them greater 
76 
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than one standard deviation below the 
mean were designated as the humanisti- 
cally-oriented group; those whose CMI 
scores placed them within the area of 
plus or minus one standard deviation were 
termed the middle group; those whose 
scores placed them greater than one stand- 
ard deviation above the mean were referred 
to as the custodially-oriented group. 

Numerically, 330 protocols were ob- 
tained as a result of the initial testing. 
Three groups were delineated on the basis 
of standard deviation scores as previously 
discussed. The custodially-oriented group 
had 57 subjects; the humanistically-oriented 
group had 55 subjects, with the remaining 
218 subjects in the middle group. 

The humanistically-oriented attendants 
then were compared to the custodially- 
oriented group on the basis of their re- 
sponses to the P-S and F-CRP scales. It 
had been hypothesized that a more custo- 
dial orientation would correlate, in a posi- 
tive direction, with greater increments of 
anxiety, paranoid tendencies, authoritari- 
anism, prejudice and hostility. Moreover, 
it was felt that this custodially-oriented 
sample would exhibit a pattern of more 
frequently having been reared in homes 
practicing harsh disciplinary measures. 

Statistical analysis of the results of this 
initial testing had demonstrated that all 
P-S subtests were significant ideologic dif- 
ferentiators, with the exception of the Hos- 
tility scale. An item analysis of each P-S 
question was completed to elucidate its 
relative discriminatory value. On the basis 
of this work the P-S battery was reduced 
from 70 to 44 items. The Hostility scale 
was revised so as to eliminate direct refer- 
ence to authority figures because of evidence 
(7) suggesting that attendants may avoid 
such direct reference, preferring diffuse, 
impersonal outlets, Except for this mod- 
ification, the P-S scale remained unchanged 


and the brief form was utilized in all sub- 
sequent work. Repeat testing with this 
brief P-S form after temporal intervals 
of one and subsequently two years revealed 
all P.S categories to be ideologic differen- 
tiators. Table 1 enumerates Personal- 
Social scale differentiators of the custodial- 
humanistic dichotomy on the second test- 
ing. 

As a component of the total test battery, 
each subject was given an autobiographical 
inventory which included the parameters: 
marital status, sex, education, extent of 
previous contact with the mentally ill and 
attendant hierarchy classification. These 
autobiographical data provided additional 
descriptive parameters of the attendant 
population. Calculations were carried out 
to determine the existence, if any, of differ- 
ences between polar extremes in attendant 
ideologies on the basis of the aforemen- 
tioned factors. 

It had been hypothesized that humanis- 
tic orientations would more often be char- 
acteristic of the relatively younger indi- 
viduals, those who were married, the fe- 
males, higher educational levels, previous 
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contact with emotional illness and a higher 
job classification. It was anticipated that 
up to a point attendants would move to- 
ward humanistic orientations as they gained 
increased understanding of the problem 
relating to emotional disease. It was felt 
that the extremes in terms of attendant 
employment longevity, on the other hand, 
would correlate with a more custodial 
orientation. The so-called “hard-core” 
group of attendants, therefore, may be 
represented by a group with many years 
of hospital employment. The chi-square 
technique was utilized to compare the 
custodially- and humanistically-oriented at- 
tendants with respect to these variables. 
Table 2 points out significant differences. 

Inspection of the data, in view of these 
differences, revealed that the human- 
istically-oriented sample contained a higher 
percentage of subjects who were female 
and who had been employed in excess of 
three years at the hospital. There were 
no differences in orientation toward men- 
tal illness on the basis of age or marital 
status, previous contact with mental ill- 
ness or job classification. A trend was ob- 


TABLE 1 


A Comparison of Custodially 
Samples On the Basis 0 


and Humanistically-Oriented 
f Responses to the Brief 


P-S Scale, Second Testing 


Means, 


Means, 
Humanistically- 
Ps Oriented Sample; 

Subtest Nita 
Anxiety 2700 
Prejudice ante 
Paranoid tendencies eh 
Hostility ea 
Authoritarianism poise 
F-CRP** ne 


Custodially- Difference 
Oriented Sample; in 
N=68 Means pt 
83.63 6.63 P<.050 
18.50 4.46 P<.050 
35.19 11.42 P<.001 
44.75 5.79 P<.010 
16.13 3.71 P<.020 
57.28 19.28 P<.001 


* Level of significance as determined by test of means, Edwards (4)- 


** Family Custodial Role Performance 


P scale designed to indicate the degree of custodially-oriented 
disciplinary measures in the subject's family of origin. 
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TABLE 2 


j of the Results of the Chi-Square Test as Applied to 
Tiea, Autobiographical Data; Divergent Attendant 
Ideologies Are Compared On the Basis of 
Autobiographical Categories 
as Enumerated 


Obtained Tabled Values * Level of 
Category Value 5% 1% Significance 
L A; Not significant 
. Age 
(25 years or younger, 25 through 45, 
ages greater than 45 years) 
II. Marital status Not significant 
(married, single, widowed, divorced) 
IIL. Sex 4.45 3.841 6.635 P<05 
(male, female) 
IV, Education 8.45 9.490 13.280 P<.10 
(grade school, high school, college) 
V. Previous contact Not significant 
(None, employment, other Personal 
experience) 
VI. Attendant hierarchy classification Not significant 
VIL. Length of time worked 15.67 12.590 16.810 P<.05 


(2/12, 6/12, 10/12, 1-1/2, 2, 8, 4, 
5,6, 7-1/2, 10, 18, 16-1/2) 


* Edwards, A. L. (4), 


served for humanistic orientations to par- 
allel higher educational levels, although 
this finding was not Statistically significant 
at the usually accepted levels of confidence, 

With respect to longevity, a follow-up 
Study revealed that attendants were most 
custodial in orientation during the first 
few months of employment, yet exhibited 
the greatest degree of flexibility to ideo- 
logic modifiers, The converse was true for 
the attendant with several years of employ- 
ment longevity. He was less custodial in 
orientation than the neophyte but was 
Most resistive to forces that would change 
his usual patterns of attendant behavior, 

The attendant population was subse- 
quently compared to the control (depart. 
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ment store employees) population on the 
basis of mental illness orientations, Table 
3 reveals that the CMI means of the de- 
partment store total sample, as well as the 
custodially and humanistically-oriented 
groups, did not greatly differ from such 
CMI means for the respective attendant 
samples, with the exception of a slightly 
higher value for the control, custodially- 
oriented group. 

Such a comparison, then, points out 
the similarity of orientations toward mental 
illness between department store employ- 
ees having no direct contact with mental 
illness and a Population of mental hos- 
pital attendants who daily work with such 
a group. 


| 
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TABLE 3 


A Comparison of Department Store Employees and Mental Hospital 
Attendants on the Basis of Orientations Toward Mental Illness 


Department Store Mental Hospital 
Employees Attendants 
Difference Significant 
Sample N S.D. Mean N S.D. Mean in Means Difference 
Custodially- 
oriented 31 8.88 67.38 57 7.14 63.10 4.28 P<.05 
Humanistically- 
oriented 24 4.12 28.23 55 1.40 29.89 1.66 None 
Total 75 12.76 47.05 330 11.05 45.51 1.54 None 
The control population custodially- F-CRP failed to be a discriminator in 


oriented and humanistically-oriented sam- 
ples were compared on the basis of re- 
sponses to the original P-S questionnaire 
and F-CRP subtests. Table 4 illustrates 
that original P-S subtests differentiating 
polar ideologies in a mental hospital at- 
tendant population also had separated a 
similar dichotomy in a control popula- 
tion. Again, using the original P-S scale, 
the Hostility subtest failed to differentiate 
between the custodial and humanistic 
orientations. 


It will be noted in Table 4 that the 


the control samples. ‘Thus, department 
store employees identified as custodial in 
orientation, like custodially-oriented men- 
tal hospital attendants, are characterized 
as exhibiting greater increments of anx- 
iety, paranoid tendencies, prejudice and 
authoritarianism (as measured by the 
P-S subtests). Unlike the attendants, how- 
ever, this control population custodial 
sample was not characterized as having 
been reared in homes practicing custodial 
disciplinary measures. 

Analysis of the control population auto- 


TABLE 4 


A Comparison of Department Store Employees and Mental Hospital 
Attendants on the Basis of Responses to the Original 
P-S and F-CRP Subtests 


Differentiates Hospital Differentiates Control 

P-S Subt Custodial-Humanistic Custodial-Humanistic 

oe Orientations ps Orientations Pt 
pee Yes P<.01 Yes P<.02 
Shan tendences Yes P<.05 5 tou 
Preju zal No Not sig. o ot sig. 

mj Yes P<0l Yes P<.001 
Authoritarianism Yes P<01 Yes Pcl 
sane st Yes P<.01 No Not sig. 


* Level of confidence as determined by test of means, Edwards (4). 


ty $ : 
Family Custodial Role Performance Scale, designed to in 


Subject’s family of origin. 


dicate the degree of custodialism in the 
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biographical data has revealed additional 
similarities and differences. Unlike the at- 
tendant population, the control sample did 
not show greater numbers of females in the 
humanistic range of ideology. There was, 
in addition, a separation of the orienta- 
tion dichotomy by educational level, cus- 
todially-oriented control subjects having 
a significantly lower mean educational 
achievement. Despite these differences, as 
outlined, it is apparent that attendants 
and department store employees have 
demonstrated certain interesting parallels 
in terms of mental illness orientations. An 
observation to consider is that attendant 
ideologies toward mental illness may mir- 
ror those found in the general popula- 
tion and do not appear to be significantly 
altered by contact with patients and staff 
under usual conditions of employment. 


DISCUSSION 


Analysis of the responses to the Personal- 
Social questionnaire revealed a number 
of differences in the personality correlates 
of the highly custodial, as compared to 
the humanistically-oriented attendant. At- 
tendants who were designated as custodi- 
ally-oriented on the basis of Gilbert's CMI 
scale received significantly higher scores 
on the P-S subtests of Anxiety, Paranoid 
Tendencies, Hostility, Prejudice and Au- 
thoritarianism. 

In the stress-provoking situations to be 
faced by the new attendant, he may, with- 
out special training or a proper understand- 
ing of the needs of the mentally ill, resort 
to defense mechanisms which are inappro- 
priate to a therapeutic milieu. For ex- 
ample, he may handle his anxiety by de- 
veloping a domineering, stereotyped ap- 
proach to lessen his conflict. A significant 
correlation between high levels of anxiety 
and authoritarianism has been demon- 
strated by Davids (3). Lack of flexibility 
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(8) and inability to respond adaptively 
to threat (9) have been mentioned in 
literature as concomitants of anxi 
The new attendant may be influenced 
to relate to patients in a manner reflective 
of his previous home environment throug! 
identification and imitation of\ parental 
figures who may have employed au 
tarian, custodial methods with some mea! 
ure of success. 
Gilbert (5) suggests that custodially 
oriented attendants view patients with 
watchful mistrust. Thus, the custodi 
attendants in the present study scored sig: 
nificantly higher on the Paranoid Tende 
cies section of the Personal-Social questio 
naire. Data derived from thematic 
perception material has indicated that al 
tendants, when perceiving patient behavior 
as personally dangerous, may respond by 
an “on guard” attitude (7). This illustra- 
tive CMI item is consistently endorsed by 
the custodial attendant: “There is hardly 
a mental patient who isn’t liable to attack 
you unless you take extreme precautions.” 
It is concluded that these attitudes toward — 
mental patients develop within the con- 
text of a mildly paranoid personality, a ~ 
finding supported by the present data. 
Attendants classified as custodially-ori- 
ented obtained significantly higher scores — 
on the Authoritarianism section of the P-S ~ 
scale. This finding is in agreement with 
three previous studies (1, 6, 7). Investi- 
gators are not of one opinion, however, 
with respect to the relationship of authori- 
tarianism to personality. Some (1) consider 
this factor an integral, basic characteristic 
of personality, while others (7) feel it may 
represent a superficial set of attitudes. The 
high correlation between custodialism and 
authoritarianism may be because these two 
variables have a synergistic relationship 
or because custodialism is a facet of the — 
authoritarian personality. 


On the Hostility subtest of the P-S scale, 
custodially-oriented attendants received 
significantly higher scores than the human- 
istically-oriented attendants. Previous in- 
vestigators (1) had suggested that attendants 
allow hostile expression via diffuse, im- 
personal and explosive acts, although 
repressing its expression toward parents 
or parental figures. This investigation sup- 
ports the view that the custodial ideology 
provides a framework against which this 
hostility may find acceptable outlets with 
a minimum of censure. 

The custodially-oriented groups were 
differentiated from the more humanis- 
tically-oriented groups on the basis of 
prejudice, defined as a significantly higher 
score on the Prejudice section of the P-S 
scale. Many items of the P-S question- 
naire relate to the Negro. A majority of 
these items were answered by custodial at- 
tendants in a manner reflecting prejudice 
toward this group. Prejudice may develop 
as an outgrowth of anxiety which may find 
ultimate conversion and expression in hos- 
tility patterns. Minority groups which are 
relatively defenseless frequently serve as 
Scapegoats, providing relatively safe targets 
for hostile, aggressive acts. It may be that 
custodial orientations demonstrate preju- 
dice related to many minority groups, the 
Negro and the mentally ill being two im- 
Portant representatives and both being 
groups over which a great deal of control 
may be exerted. 

Thus, a small sampling of personality 
and attitudinal factors, selected from a 
Pool of variables on the basis of previous 
Tesearch, were found to characterize the 
Custodially-oriented attendant. These fac- 
tors undoubtedly represent only a few char- 
acteristics of a total constellation embodied 
in the custodial orientation. However, 
on the basis of previous work, as well as on 
the present study, it is suggested that these 
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personality and attitudinal variables repre- 
sent factors that play a significant role in 
terms of the care and treatment of the 
mentally ill patient. 

The custodial attendant most often de- 
rived from a relatively nonpermissive home 
situation, a finding anticipated on the basis 
of previous work and a consideration of 
the attendant-patient relationship. Stan- 
ton and Schwartz (10) have described in- 
stances of patient behavior which foster 
a parental role on the part of the attend- 
ant. Caudill (2) has stated that attendants 
may tend to infantilize patients and equates 
such exhibitions of paternalistic behavior 
with prison-like (custodial) attitudes, Pa- 
tients requiring psychiatric care frequently 
exhibit regressive behavior, and hospitali- 
zation may create a situation conducive to 
the development of dependency relation- 
ships. This investigation has suggested 
that the genesis, at least in part, of a 
paternalistic and nonpermissive attitude on 
the part of certain attendants is to be 
found in this family background. 

Finally, on the basis of a comparison 
with a control population, it appeared that 
attendant mental illness orientations were 
simply a reflection of an ideological dis- 
tribution that might be found in the gen- 
eral population, The ordinary conditions 
of employment in a mental hospital did 
not appear to be potent modifiers of the 
pre-employment orientation of the attend- 
ant. These findings indicate, then, that 
special efforts on the part of the concerned 
hospital staff may be necessary significantly 
to influence ideologies toward a more hu- 
manistic base. Further, if such efforts are 
to be most successful, they must be ap- 
plied early in the employment of the neo- 
phyte attendant. 


SUMMARY 
Several hundred state mental hospital 
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attendants were studied statistically from 
the standpoint of the relationship between 
mental illness orientations and certain 
autobiographic, personality and attitudinal 
variables, Mental illness orientations were 
classified as custodial or humanistic, utiliz- 
ing Gilbert's Custodial Mental Illness 
Ideology scale. A “Personal-Social” in- 
ventory was devised and utilized to enu- 
merate certain correlates of the cuss 
todially-oriented group. The factors most 
characteristic of a custodial ideology were 
anxiety, paranoid tendencies, authoritari- 
anism, prejudice and hostility. Attendants 
so studied were compared to a control 
group of randomly selected department 
store employees. 
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The impact of psychiatric hospital 


experience on the community 


More than one million persons are ad- 
mitted annually to psychiatric hospitals 
in the United States. This seemingly end- 
less stream of admissions combines with 
the residual population remaining in in- 
stitutions from previous years to occupy 
more than one-half of the nation’s available 
hospital beds(14). The purpose of this 
Paper is to look beyond the well-chartered 
biometric task of measuring this fow of 
patients in and out of psychiatric facili- 
ties (2, 4, 8, 12, 13) to the more ultimate 
task of determining how much help hospi- 
tals are to patients with respect to their 
community adjustment. 

The Social Adjustment Inventory 
Method has been described elsewhere (1) 
as a procedure for estimating the impact 
of a hospital’s treatment program on the 
adaptation of patients returned to com- 
munity living. The method is premised 
On the following working principles: 


adjustment of patients 


l. That the most critical measure of a 
psychiatric hospital's success is not the 
adaptation of patients in the hospital or 
the proportion of patients released, but 
the proportion of resident patients who at- 
tain a semblance of adequate adjustment 
after release to the community; 
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2. That information about a patient's 
posthospital adaptation provides a mean- 
ingful measure of hospital success only if 
it is assessed against parallel prehospital 
adjustment information; 

3. That patient adaptation to community 
living may be assessed by obtaining adjust- 
ment information from members of the 
social group with which the individual 
patient is identified; and 

4. That patient community adaptation 
can be more profitably assessed by focus- 
ing on the patient’s instrumental perform- 
ance in adjusting to the demands of com- 
munity living rather than by fixing on 
the clinical symptomatology expressed by 
patients in the community. 


STUDY FORMAT 


Operating within this framework, the So- 
cial Adjustment Inventory Method was 
used to study the adjustment of persons be- 
fore they entered two psychiatric hospitals 
and the impact of a three-month hospital 
experience on their subsequent community 
adjustment. Prehospital adjustment in- 
formation was solicited through a mailed 
questionnaire issued to a friend and a 
relative at the time patients entered the 


+ By family and social relations we have in mind 
the individual's capacity for positive affective re- 
lationships, both within normal family arrange- 
ments and with social colleagues, and for the 
avoidance of contrary behaviors which have their 
consequences in social alienation and estrangement 
from family ties. By social productivity we have 
reference to the individual’s capacity for acquiring 
knowledge and skills and for pursuing a useful 
role in the workday world, to take up hobbies and 
free-time recreational pleasures, and to make a con- 
tribution to household chores. By self-sufficiency, 
we mean his more or less essential biologic and 
hygienic functions. And by antisocial activities 
we refer to the individual’s sense of moral citizen- 
ship as demonstrated by his capacity to remain out 
of trouble with the law. 
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two hospitals. Posthospital information 
along similar lines of inquiry was later 
collected from either the friend or the 
relative after the patients departed from 
the hospital. 

If the response to one or the other 
questionnaire contained insufficient in- 
formation or if no response was received 
within three weeks, a questionnaire was 
hand-carried into the informant’s home 
by a public health nurse. The role of 
the nurse was to encourage the informant 
to complete the questionnaire. She was 
instructed to interpret procedural questions 
but to avoid any temptation to assist the 
informant evaluate the patient’s behavior. 
The questionnaire itself contained instruc 
tions advising the informant to weigh the 
patient’s community behavior from the 
point of view of a member of the patient's 
primary social group. This follows Meads 
contention that: “The individual experi- 
ences himself as such, not directly, but only 
indirectly, from the particular standpoint 
of the social group as a whole to which 
he belongs.” (8) 

The information collected by the pre 
hospital questionnaire was then trans- 
posed into four prehospital community 
adjustment scores. Four posthospital 
scores were similarly derived from the post- 
hospital questionnaire. These scores were 
conceptualized as: (1) a family and social 
adjustment score; (2) a social productivity 
score; (3) a self-maintenance score, and (4) 
an antisocial behavior score! Each 
score was adjusted for age, sex and physi- 
cal condition of the patient, and ranged 
for each of the four areas from 1 (superior 
adaptation) to 5 (inferior adaptation). The 
comparison of the pre- and posthospital 
scores was then accepted as one significant 
measure of the hospital’s impact on the 
patient. 

The two admission cohorts of patients 


entered in the study were admitted dur- 
ing the nine-month period up to March, 
1962. They were admitted to two psy- 
chiatric hospitals located in a single state 
on the Eastern seaboard. One group of 
101 patients was admitted to Hospital A, 
an all-Negro patient hospital. Another 
group of 115 patients was enrolled in the 
study as it entered an all-white patient 
hospital, Hospital B. Patients selected for 
the study were at least 15-years-old. They 
were selected on admission if they were 
either first admissions or readmissions, and 
if they were residents of the same or coun- 
ties adjacent to the hospitals. 

At admission, patients were asked for 
the names and addresses of a literate rela- 
tive and friend living in separate house- 
holds from one another who knew the 
patient well before he entered the hospi- 
tal. In selecting informants for each 
patient, preference was given to persons 
whose residence was as close as possible 
to the last recorded community residence 
of the patient. Prehospital questionnaires 
were then mailed to both informants, or 
to a single informant when the patient 
in the admission cohort was unable or un- 
willing to provide more than one name. 
Then, just before release, the patient was 
approached again for his permission to con- 
tact one of the two informants previously 
used. The posthospital questionnaire was 
distributed three months after the pa- 
tient’s release. It was circulated only to 
those informants reporting on patients who 
were released by discharge or convalescent 
leave within a period of one week to three 
months after admission. 

Clearly, a longitudinal study using the 
admission of the patient to the hospital 
as its reference point in time will tend to 
become increasingly costly as the span of 
the investigation lengthens. It should be 
understood, then, that the short-time in- 
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tervals allowed for hospital stay and post- 
hospital community adaptation in this 
study were dictated largely by budgetary 
considerations. 

In summary, then, the program for study 
was to examine patients’ prehospital com- 
munity adjustment, and to determine 
whether this adjustment was: (1) related 
to the length of hospital stay, or (2) altered 
by hospital stay as manifested in posthospi- 
tal community behavior. In addition we 
were interested in learning whether the 
two races, treated in different hospitals, and 
the two sexes, treated in both hospitals, 
responded differently to hospital care. 


RELIABILITY OF ADJUSTMENT DATA 


In a previous study(l) we examined 
the agreement in information furnished 
by pairs of informants reporting on the 
same patients. The per cent of agreement 
found over a series of paired informants 
was in the low 80's. In the present study 
the reliability of the data collected was 
examined on a more modest scale by com- 
paring the consistency between information 
obtained on incomplete mailed question- 
naires with information collected or com- 
pleted during the nurse's home visit. In 
Hospital A, the all-Negro patient facility, 
complete agreement was found on 80 per 
cent of the information received; in Hospi- 
tal B complete concurrence occurred on 
82 per cent of the information. 


ADJUSTMENT INFORMATION 
OBTAINED 


Follow-up studies have typically failed 
to report precise information on the 
extent to which investigators succeed in 
obtaining the amount of information they 
set out to collect. When a group of indi- 
viduals is selected at one point in time 
with the expectation that they will provide 
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behavioral observations at a later point 
in time there is always the problem of 
maintaining contact with the group. Nor- 
mally, the longer the time span involved, 
the greater the attrition is likely to be in 
both subjects and information. 

Some authors (4, 5) have reported their 
experience in contacting target populations 
after time intervals, but there is an appall- 
ing disregard for corollary information 
on how much of the desired information 
was, in fact, obtained from those inform- 
ants who were located. Plainly, without 
such information it is not possible fully 
to appraise an author's conclusions, Is 
one to assume that the limited data col- 
lected contains, in miniature, a faithful 
portrait of the information sought? It is 
never clear, for example, in studying any 
treatment experience, whether those who 
phase out and become lost to observation 
derive the same benefits as those who con- 
tinue under treatment and observation. 
Obviously, when the loss of expected in- 
formation in a longitudinal study becomes 
substantial, strenuous efforts should be 
made to bolster the information; collecting 
procedure or the study method should it- 
self be altered. 

This problem of information loss looms 
as one of the critical methodological issues 
in a follow-up program. We shall plan 
throughout this paper to describe both the 
amount of information sought and the 
amount obtained for each question under 
study. By this means the reader will be 
able to judge how much of the desired 
information was obtained with respect to 
different themes of investigation and then 
decide for himself how much significance 
to attach to the authors’ inferences. 

One point remains to be clarified before 
proceeding with the results. We have al- 
ready indicated that the raw data reported 
on questionnaires were converted to four 
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community adjustment scores, and that if 
the information received was insufficient 
a referral was made to the public health 
nursing office. It is now necessary to €x- 
plain how adequate questionnaire returns 
were distinguished from inadequate ré 
turns. 

To begin, a return was labeled adequate 
only if it was scorable on all four adjust 
ment areas. In general, an extremely com 
servative approach was taken with res 
to scoring. It required that an informan 
provide information for virtually all of 
the essential questions related to <1 adjust 
ment area in the form in order to be cred- 
ited with a scorable response to ihe area. 
In operational terms this turned out to 
mean that an adequate questionnaire wasi 
a returned questionnaire which transmit- 
ted essentially all the desired information 
on the patient's community adjustment. 


PREHOSPITAL COMMUNITY 
ADJUSTMENT AND EARLY 
HOSPITAL RELEASE 


Because it was necessary to concentrate 
on patients who left the hospital within 
three months of admission we will want 
to compare the prehospital adjustment of 
those patients released to community liv- 
ing within three months and those patients 
who remain in the hospital beyond three 
months. Subsequent studies will be needed 
to determine how hospitals affect the com- 
munity adjustment of patients whose hos- 
pital stay is more lengthy. 

We enrolled 97 patients in Hospital A. 
Completely adequate prehospital question- 
naires were received for 80 of those en- 
rolled. Inasmuch as one of the 80 was 
released to the community within one week, 
we will concentrate on 79 patients entering 
the all-Negro patient facility. Of that 
number, 49 were released within three 
months. 
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TABLE 1 


Relationship between Release Status 
and Prehospital Adjustment 


Hospital A Hospital B 
Adjustment 
Area Tyo P Tp P 
I + .03 NS +.13 NS 
I +.09 NS +.63 001 
m +.36 01 +.19 NS 
IV —.21 NS —.l4 NS 


In Hospital B, 115 patients were en- 
rolled. Of that number we received ade- 
quate questionnaires on 87 and lost 5 
to early release, leaving a total of 82 pa- 
tients for the prehospital phase of the 
study at the all-white patient institution. 
Of that number, 44 returned to the com- 
munity within three months. 

Correlations between prehospital adjust- 
ment and length of stay are presented in 
Table 1. The correlations were computed 
for those patients released within the three- 
month interval by hospital-authorized ac- 
tion, and those patients remaining in resi- 
dence beyond the three-month observation 
period? The results for Hospital A indi- 
cate that relationship exists (point-biserial 
correlation) between early authorized re- 
lease and the capacity of a patient to look 
after his biologic and hygienic needs before 
entering the hospital. Thus, among the 
Negro patients, those who were the most 
dependable in connection with their self- 
care in the community before coming to the 
hospital were given early releases. 

The situation in Hospital B was quite 
different. There a more favorable pre- 
hospital performance in social productivity 
Was associated with earlier authorized re- 
lease. The length of patient stay in the 
two hospitals was therefore related to dif- 


ferent features of the patients’ prehospital 
adjustment. 
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An explanation for these differences is 
not directly available in the data. It may, 
for example, be attributed to differences 
in treatment program motifs, wherein the 
hospitals gear their efforts to capitalize on 
dissimilar patterns of patient resources. 
Another possible explanation may have 
to do with distinctions in patient behavior 
used by the staff in the two hospitals in 
making decisions about releasing patients. 
Or, perhaps the differences may be ascribed 
to different patterns of receptivity in the 
Negro and white communities with regard 
to the type of hospital patient welcomed 
back to community living. 

Of interest also is the consistency in data 
across the two hospitals, data which indi- 
cate that patients released within three 
months tended to adjust more adequately 
in terms of prehospital adjustment than 
patients detained beyond three months 
(positive correlations in Table 1) as far 
as their social and family relations, social 
productivity and self-care practices were 
concerned. In contrast to this we note the 
consistent negative correlations between 
prehospital antisocial behavior and length 
of stay in the two hospital settings. 

In this fourth adjustment area patients 
who departed from the two hospitals earlier 
were viewed by informants as exhibiting 
more antisocial behavior before entering 
the hospital than those remaining in the 
hospitals beyond three months. Thus, the 
staff in the two psychiatric hospitals tend 
to select patients for early release who dem- 
onstrate both common and divergent pat- 
terns of prehospital community adapta- 
tion. 


2Space limitations preclude the presentation of 
more complete statistical data to support many 
of the results to be described. The senior author 
will be pleased to provide a group of summary 
tables. 
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[HE RELEASE COHORT 


Ne are now ready to study those patients 
vho were released from the hospital within 
hree months of admission, and who re- 
mained living in the community at least 
three months after release. We noted 
sarlier that 49 patients in Hospital A and 
t4 in Hospital B were released within the 
three-month interval after admission and 
were therefore eligible for this aspect of 
the study. Attrition resulting from the 
patient’s death, his return to institutional 
living within three months, or the investi- 
gator’s failure to obtain posthospital ad- 
justment information eroded the two 
groups down to 41 patients at Hospital A 
and 34 at Hospital B. These 75 patients 
are the core of patients for whom we have 
completely adequate questionnaire infor- 
mation relating to both pre- and posthospi- 
tal adjustment. 

In the previous section we saw that the 
early release of patients from the two hos- 
pitals was associated with somewhat dis- 
similar dimensions of prehospital behavior. 
This finding suggests that the contrasting 
of patients’ pre- and posthospital adjust- 
ment should proceed by studying the two 
cohorts of patients—the 41 Negro patients 
and the 34 white patients—independently, 
rather than to treat them as a single cohort 
across two hospitals. At the same time it 


TABLE 2 


Comparing Prehospital Adjustment of Release Cohorts by Sex 
Within Each Hospital 


was decided to determine whether the f 
sexes, on entering the two hospitals, we 
homogeneous with respect to their pi 
hospital adjustment. If differences in prt 
hospital adjustment existed in the | 
sexes, it would be advantageous to sul 


from pre- to posthospital community i 
ing. r 

The evidence in Table 2 supports th 
decision. While no differences were foun 
between the prehospital performance of thi 
two sexes entering the hospital for Neg 
patients there were very sharp difference 
between the two sexes entering Hos 
B, the all-white patient hospital. I 
decided, then, not only to study the 
pact of the two hospitals independ 
but to also study it for each sex singly. | 

Apart from the use we have already m 
of the data in Table 2, the racial di 
ences in the adjustment of the two $ 
before entering the hospitals warrants 
ther speculation. The adjustment s 
in Table 2 indicate white women who 


public psychiatric hospitals before the 
fall to the level of personal disorganizati 
exhibited by white men coming to 
hospital. 

While there is some tendency for 


Hospital A 
Adjustment Male Female 
Area x X t p 
I 3.00 3.00 0 A 
IL 3.46 2.76 1.62 NS 
u 2.21 1.88 98 NS 
IV 2.25 1.94 64 NS 
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TABLE 3 
Shifts in Pre-Post Hospital Scores of Release Cohort 
Male Patients Shift Scores Female Patients Shift Scores 

Adjustment a — 

Area x t P x t P 

a 
Hospital A 

2, 

I 21 87 NS —.58 2.03 NS 

n 0 0 NS —.06 19 NS 

m —.08 42 NS —.12 AT NS 

Iv —-20 77 NS —.59 2.81 05 
Hospital B 

oS 

I —.43 1.48 NS —.31 -76 NS 

I 43 93 NS 38 1.09 NS 

m —.57 2.11 05 +23 82 NS 

IV —.38 2.11 05 —.08 1.00 NS 


same difference in sex to occur in the 
Negro, the disparity between sexes is clearly 
not as well defined as among whites. One 
possibility for explaining this is that the 
two sexes in the two races are differentially 
committed to maintaining the financial in- 
tegrity of the family. Negro women have, 
for example, been generally found to share 
more evenly with Negro men than do white 
women with their male family members, 
the burden of family fiscal responsibil- 
ity (7, 9, 10, 11). If one can assume, then, 
that white women are under less constraint 
as breadwinners to remain productively 
occupied in community work than white 
men or Negroes of either sex are, it would 
follow then that they may be able to dis- 
engage themselves from their community 
ties and turn to hospital treatment at an 
earlier point in the breakdown of their 
Social skills. 


THE IMPACT OF THE TWO HOSPITALS 
ON PATIENT COMMUNITY 
ADJUSTMENT 

Fable 3 portrays the shifts from pre- 
hospital to posthospital adjustment scores 


for the four groups of patients released 
within three months from the two hospi- 
tals, There was no statistically significant 
shift in community adjustment scores in 
the case of either the Negro males or white 
females. On the other hand, Negro females 
and white males both exhibited improved 
community performance in their posthospi- 
tal antisocial adjustments (improvement 
is represented by a negative shift in ad- 
justment score.) 

White males were also reported by 
informants to be looking after their bio- 
logic and hygienic needs (self-care prac- 
tices) more adequately after release from 
the hospital than before admission. Thus, 
in the eyes of patients’ friends and relatives, 
Negro males and white females behaved 
much the same before and after a period 
of hospital residence. Negro females were 
perceived to be somewhat improved, while 
whites males demonstrated the most con- 
vincing behavioral modification. Note- 
worthy was the lack of improvement in so- 
cial and family relationships or yocational 
adaptation with hospital experience in any 
of the four groups studied. 
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TABLE 4 


Contrasting the Impact of the Two 
Hospitals on Each Sex by 
Covariance Analysis 


Male Female 
Adjustment 
Area A F P r P 
I 1.67 NS 05 NS 
u -22 NS -00 NS 
m 29 NS -38 NS 
Iv OF NS 76 NS 


—— 


COMPARING THE RESPONSE OF 
DIFFERENT GROUPS TO THE 
IMPACT OF THE HOSPITAL 
We have seen how the model we used 
facilitated the exploration of patients’ pre- 
hospital community adjustment and the 
impact of the hospital on the patients’ 
posthospital adjustment. It is also possi- 
ble to extend the model to contrast the 
Success of the two hospitals in helping 
patients of the same sex adjust to commu- 
nity living, and to contrast the impact of a 
single hospital on the two sexes. In sum- 
marizing the results of the analysis of co- 
variance in Table 4 there is no reason to 
choose between Hospitals A and B with 
respect to their performance in influencing 
male or female patients toward more salu- 
tory community adjustment, 

Table 5, on the other hand, indicates 


TABLE 5 


Contrasting the Impact of Each 
Hospital on the Two Sexes by 
Covariance Analysis 


Hospital A Hospital B 
Adjustment 
Area F P F’ P 
I 5.63 -05 1.66 NS 
Il -66 NS 2.78 NS 
IN -63 NS 8.60 -01 
IV 2.72 NS 1.65 NS 


that the contribution of the all-Negro 
Hospital A to wholesome social and family 
adjustment is significantly greater for wor 
men than for male patients. In the case 
of the all-white Hospital B, the contribu: 
tion to the self-care behavior of males in 
community residence surpassed the influ 
ence on women patients. 


DISCUSSION 


The sixties have been called the age of 
agonizing reappraisal in public education 
and public health. In the case :” mental 
health, the ever-expanding des ind for 
tax dollars has placed heavy presure on 
hospital staff not only to provide the best 
possible services, but to disclose how these 
services assist patients and their families. 
Accordingly, it is no longer enough to re 
port shorter patient-stay figures and acceler- 
ated release ratio, or to gasconade about 
the reassuring qualifications of the staff 
of the patient comforts provided in spar- 
kling new buildings. Rather, the time has 
come for psychiatric hospital staff to rise 
from their professional haunches to look 
beyond their credentials, the architectural 
properties of institutions, and their ad- 
ministrative policies, for evidence of their 
contribution to the mental health of the 
community. 

In short, the need is to examine hospital 
programs for their results. To accomplish 
this, it is essential to learn how best to ac- 
cumulate information about one kind of 
hospital result which has largely been neg- 
lected—the problem of learning what hap- 
pens to patients after they leave the hos- 
pital. For it is only through such informa- 
tion that we will be able to identify the 
earmarks of the “best possible service.” 

This paper constitutes a report of ex- 
perience with one method developed for 
studying pre- and posthospital adaptation 
of psychiatric patients. The results suggest 


that the method used yields sufficient 
amounts of information with adequate re- 
liability to draw inferences about the char- 
acter of patient behavior in community 
living. On the basis of such information, 
it then becomes plausible to assess the im- 
pact of hospital experience on patients’ 
ability to get along outside the hospital. 

Moreover, the traditional hesitancy to 
become involved in follow-up investigations 
because of the supposed costs such work 
allegedly imposes has been convincingly 
redressed. It appears that such informa- 
tion may be collected without excessive 
budgetary train through mailing pro- 
cedures at- supplementary home visit 
sorties, Jf existing institutional conditions 
make it undesirable to transfer staff from 
present assignments in the hospital pro- 
gram to community work, we must search 
for new approaches to obtaining help from 
other community agencies. It is not un- 
usual in our experience to find the staff 
in these agencies interested in expanding 
their service to psychiatric patients and 
their families. 

Armed with information about patient 
community adjustment, the hospital ad- 
ministrator and his staff find themselves 
in a much more favorable position to make 
informed judgments about significant is- 
Sues of consequence to patients and their 
families, to legislators and to the com- 
munity at large. For example, it would 
seem that prehospital adjustment informa- 
tion may be extremely useful in predicting, 
Within practical limits, the length of time 
Certain types of patients are apt to remain 
in hospital care, or to estimate how much 
help a hospital is likely to be in altering 
undesirable components of patient com- 
munity behavior. Such information could 
then be used in routing patients into the 
Most appropriate institution for their 
individual problems. 


Impact of hospital experience 
BERGER, RICE, SEWALL AND LEMKAU 


Furthermore, such information should 
enable the hospital administrator to de 
sign his treatment program to take full 
advantage of activities which optimize 
benefits for patients and the community. 

To illustrate this possibility we noted 
in this study that the two hospitals were 
wide of the target with respect to helping 
patients develop more acceptable family 
and social relationships. Nevertheless, it 
was shown that Negro women were ap- 
parently helped more than Negro men in 
learning to get along with family and 
friends. Working with such clues it may 
then be possible to scrutinize the hospital 
program with the hope of isolating some 
of the more profound differences in the 
treatment programs offered to the two 
sexes. If a connection can then be estab- 
lished between given elements of the treat- 
ment program and their relevance for pa- 
tient behavior, the basis for a sound 
system of budgetary requests would be 
available. Requests for amplified pro- 
grams would be based on evidence to 
support the effects of given changes on 
patient community adjustments. 

It should be stated emphatically that the 
results of this study are not to be inter- 
preted in any sense as anything more than 
tentative. Additional studies must be 
made in other settings and with longer 
intervals of hospital treatment and post- 
hospital observation before the true rele- 
vance of hospital experience for patient 
community adjustment can be affirmed. 

We cannot conjecture with any con- 
fidence how our findings would stand up 
if we extended the period of hospital ob- 
servation or the interval of posthospital 
observation beyond the three-months’ 
“sheep-dip” experience studied. If we 
examine the most persuasive argument for 
hospital effectiveness depicted in our results 
(the reduced penchant for antisocial be- 
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havior), it is essential to remember that 
the three-month hospital observation limi- 
tation worked to include in our study a 
significantly large number of individuals 
who had been in antisocial difficulty be- 
fore entering the hospital. 

It should also be kept in mind that this 
time interval imposed no such distinctive- 
ness on our release cohort in the case of the 
three other adjustment areas. It may be 
then that the three-month hospital ob- 
servation limitation results in artificial 
findings with respect to antisocial behavior. 
The finding with antisocial behavior may 
also be challenged on the basis of the post- 
hospital interval which, because of its 
brevity and restriction on opportunity for 
getting in trouble, may again taint the 
conclusions reached. In a similar vein, 
one might wonder whether this time limi- 
tation could conceivably have worked to 
attenuate the impact of the hospital on 
other areas of community adjustment. 

Implicit in this exposition is a pivotal 
question about the essential job of the 
psychiatric hospital in terms of its service 
responsibilities to the patient and the com- 
munity. Is it the hospital’s responsibility 
to assist the patient attain the best possi- 
ble behavior integration before leaving the 
hospital? Or is it the hospital’s funda- 
mental responsibility to provide a retreat 
from community pressure while hopefully 
arresting the trend toward greater behavior 
disturbance? Or is the role of the hospital 
to be articulated in terms of individual 
cases? 

With respect to helping patients achieve 
more wholesome community behavior, the 
tentative evidence presented in this paper 
reveals little support for hospital effort. 
The evidence does, however, support the 
position that the hospital prevents pro- 
gressive disorganization of behavior, while 
providing a short-term sanctuary from the 
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community. The need for a control grou} 
of randomly selected individuals deni 
admission to the hospital, whose adj 
ment would be compared over time wil 
treated patients, must be acknowledged 
We have been mindful of the desirability 
for such control in the study reported here. 
The administrative problems for the hos 
pital in explaining such exclusion to the 
community, however, were sufficient 
deter us from including controls in 
study. 


SUMMARY 


The implications of a three-month p 
of hospital treatment were investigated for 
two samples of psychiatric patients. U 
a pre- and posthospital data collection p 
cedure, the prehospital community adju: 
ment of patients was studied to determine 
its relevance for how long patients re 
mained in hospital care and the capacity 
of the hospital to assist the patient adjust 
to community living. The design of the 
study also made it possible to compare the 
success of hospitals in providing a thera- 
peutic experience for patients. 
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Mental health factors in an 
Indian boarding school 


In many places and in many times the 
interchange between the original inhabit- 
ants of this continent and its immigrants 
has been documented, first by treaty, then 
by decrees, laws and regulations. 

The movement of the natives from a 
nomadic stone age to an atomic destiny 
has been aided, and sometimes abated, 
through various operational ideas, such as 
removal, custody, allotment, education, 
health, farming, ranching, home economics 
and relocation. Representatives of the 
military, clergy, social welfare, law, edu- 
cation and medicine have separately and 
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together added their particular forms of 
management to the changing tableau. In 
such a melange of efforts, there should be 
little wonder that there is some difficulty 
in structuring checkpoints for divining the 
directions to be taken. Therefore, we are 
attempting to elicit some factors pertinent 
to the mental health of Indian students 
by a series of cultural, behavioral and 
physical studies. This project is being 
conducted at the Flandreau Indian Voca- 
tional High School, an _ off-reservation 
boarding school in South Dakota. 

The responsibility for the administra- 
tion of the health services of this school 
was transferred from the Bureau of Indian 
Affairs to the Public Health Service, Divi- 
sion of Indian Health, with the opening 
of the 1956-1957 school year. What fol- 
lows, then, is a joint effort on the part of 
these two federal agencies to provide com- 
prehensively for the health and education 
of the Indian children served by this school. 


Early in 1957 discussions were conducted 
h the school administration and rep- 
entatives of the Division of Indian 
Health concerning the organization of the 
school clinic and the services it might pro- 
vide. The school administration was con- 
“cerned with the changing role of the school 
“as it attempts to meet the needs of the 
fudents it serves. Thus, the public health 
provided a psychiatric consultant 
a part-time basis, later supplemented 
a full-time psychiatric social worker 
“and a public health nurse. 
| First, the beguiling questions having to 
> with what constitutes diagnostic cri- 
for mental sickness in Indian young- 
sters of the northern plains and what might 
One do about it within the framework of 
off-reservation boarding school were 
Needless to say, the answers to 
two questions have not been con- 
sive. Many of the problems of the 
ts in adjusting to a school routine 
and of the staff in reconciling the goals 
education, in keeping with the efforts 
ind capabilities of their students, have 
complex, to say the least. 
Initial attempts to answer these ques- 
ions took the form of visits by the psychi- 
In the main, the pattern of these 
farly visits consisted of group discussions 
‘With staff, including teachers, dormitory 
"sonnel and the school administration, 


ents, either self- or staff-referred. In 
interchange with the aforementioned 
ons the Mental Health Project gradu- 
‘y evolved along three major lines: 
LA comprehensive survey project of 
ninth graders, so that base line data 
might be obtained concerning physi- 
cal, developmental and social adjust- 
= ment of the incoming students; 
2.An action program concerned with 
staf activities, divided into studies 
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which extend through the efforts to 
eliminate mental health problem 
areas, and a descriptive log of staff 
relationships with students, educators, 
dormitory personnel and others; and; 
An ongoing evaluation of the project 
—concerned with follow-up studies 
and some assessment of impressions 
gained with a view of developing sub- 
sequent lines of inquiry. 

Before launching into a discussion of 
these main areas, however, it is necessary 
to give an analysis and description of the 
program of the Flandreau Indian Voca- 
tional High School. This nonreservation 
boarding high school obtains enrollment 
from an area generally consisting of the 
Billings and Aberdeen areas of the Division 
of Indian Health, which includes the 
states of North Dakota, South Dakota, Ne- 
braska, Montana and Wyoming. The total 
number of students has steadily increased to 
an annual figure of 630. Of the aggregate 
enrollment, approximately 33 per cent are 
freshman; 30 per cent, sophomores; 20 per 
cent, juniors; and 17 per cent, seniors. 

While the school offers a well-balanced 
program of academic and vocational train- 
ing, it is generally looked upon as a voca- 
tional high school. Specialized training 
is provided in the fields of automechanics, 
electricity, machine-shop, gas and electric 
welding, masonry, carpentry, plumbing, 
secretarial training, matron training, cook- 
ing, waitress and cafe management, and a 
well-rounded program of home economics. 
The school is accredited with the Depart- 
ment of Public Instruction of the state of 
South Dakota, and also by the North Cen- 
tral High School Accreditation Board, as a 
Class A High School. 

The facilities of a boarding school are 
usually looked upon from the standpoint 
of providing housing and accommodations 
to enable the student to live in a location 
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where conventional academic or vocational 
schooling may be obtained. In this sense, 
the boarding facilities are secondary to the 
school or classroom services. The student 
lives at the boarding school rather than 
the home because of the fact that he is 
unable to go to such a school in his na- 
tural home area. 

However, at this school the reverse is the 
case. Here the boarding facilities are fre- 
quently looked upon as a means of remoy- 
ing a student from a socially complicated 
or disorganized environment to a setting 
where attention must be given not only to 
traditional educational program but to 
every phase of social development as well. 
The large number of students who have 
had unstable parental supervision during 
their formative years presents many com- 
plex problems for the school. 

Administratively, the school population 
reveals seven relatively distinct categories; 

1. Individuals of average intelligence 
having relatively stable home back- 
grounds and capable of doing aca- 
demic high school work; 

2. Individuals of average intelligence 
having relatively stable backgrounds 
and seeking vocational training to en- 
able them to become skilled artisans; 

3. Individuals of average intelligence 
having relatively unstable back- 
grounds, causing them to be socially 
dependent and/or neglected; 

4. Individuals having physical handicaps 
which interfere with learning; 

5. Individuals who are mentally retarded 
and incapable of actively participating 
with members of the preceeding four 
groups; 

6. Individuals who are socially malad- 
justed and pose special problems in 
their repetitive conflicts with author- 
ity; and 
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7. Individuals having severe emo 
conflict, who develop psychon 
psychosomatic or psychotic rea 

Although it is evident that each c 

gory requires a special program to 
its problems, the number of staff available 
to effect such a diversified program 


superintendent, principal, 5 department 
heads, 25 secondary vocational teachers, 24 
dormitory aids and 37 ancillary personnel, 
A second factor affecting the enrollme! 


school settings. From 10 to 15 pë 
cent of the enrollment has attended public 
schools and has failed. These fail 


one to four subjects for the preceed 
year before entry into the school. 
are attributed to a number of facto 
chiefly, poor attendance, low academic 
background and rejection on the part of 
the community in which they live. i 

A third element affecting the school en- 
rollment is that of the geographical loca- 
tion of the school with respect to the 
natural home of the individual student. 
A sizable proportion of the enrollment 
lives from 1,000 to 1,500 miles from home 
areas. For example, the Blackfeet reser- 
vation is approximately 1,400 miles from 
Flandreau and contributes approximately 
60 students to the enrollment. Because of - 
the distances involved, it is not possible 
for a student to visit home during the 
course of the school year. The distance 
involved also makes communication with 
the reservation difficult for everyone—the — 
student, his family and the school admin- 
istration. y 

A fourth factor to be considered is that- 
of the stability of the student enrollment 
over the successive school years. 


school experiences a turnover of 40 to 50 
per cent annually. Only 30 per cent of 
a twelfth grade class actually attended the 
school for four consecutive years. 

A final factor relates to the observation 
“that Indian children become better- 
adjusted with all people in a community 
when they associate with other children 
in public schools.” A recognition of this 
premise has been translated into a pri- 
mary objective of Indian education by the 
encouraging of the enrollment of all In- 
dian children in the public school system 
of their home areas. In practice, this indi- 
cates that only students who have either 
been unsuited for public school attend- 
ance or do not have access to public 
schools are eligible for Indian boarding 
school enrollment. The foregoing factors 
then necessarily affect the entire student 
body as education is sought. 

Some comment appears justifiable here 
regarding the basic premises confronting 
education and medicine in a setting such 
as this. The premise of education might 
be stated thus: Essentially the discipline 
of education is charged with the responsi- 
bility for creating individuals having skills 
whereby they may compete in organized 
Society. In general, the acquisition of 
skills is accomplished in classes of suffi- 
cient size to make the most economic use 
Of the teacher’s time. Such group educa- 
tion frequently precludes individualization 
and serves to strengthen group ties, taboos 
and sanctions. Education might be said 
to be group-oriented as to goals, needs and 
methods. It is applied, in the main, to 
those individuals who are considered “nor- 
mal.” 

The premise of medicine is based on 
Concepts of disease. Medicine as a dis- 
Cipline works from the particular and is 
Concerned with the alteration of an indi- 
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vidual's internal state from sick to well. 
Except for elements relating to prevention 
it must be regarded as individually-oriented 
as to its goals, needs and methods. 

Obviously there are sick (abnormal) in- 
dividuals in groups that are composed of 
predominantly well (normal) individuals, 
and it is precisely at this point that there 
is an overlap in the interest of education 
and medicine. It is in this area that edu- 
cation is concerned with individualizing 
its techniques (e.g., tutoring a person hav- 
ing a reading disability), and medicine is 
occupied in applying generalizations from 
treating individual patients to solving 
group problems (e.g., preventing disease 
by interrupting the disease cycle and con- 
trolling one or more of its vectors). 

For the psychiatrists purpose in this 
school, the following working definition of 
mental illness is subsumed: Mental illness 
exists in an individual who repeatedly 
demonstrates an inability to meet his prob- 
lems with what he has. Aside from taking 
into account the constitution of a person, 
this definition permits some leeway in the 
interpretation of social stresses posed 
against the background of the culture in 
which the individual functions. Degree 
is gauged in terms of the repetitious pat- 
tern of the behavior. 

Keeping the foregoing factors and pre- 
mises in mind, let us now turn to the Men- 
tal Health Project’s three lines of inquiry. 


I. CONTINUOUS COMPREHENSIVE 
SURVEY PROJECT OF NINTH 

GRADE STUDENTS 

The application forms and records of the 
students arriving in Flandreau have shown 
wide variation in responses relating to 
medical-social histories and medical ex- 
aminations. As will be noted in a dis- 
cussion of the counselor and other inter- 
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views these reasons are at considerable 
variance with those given by the student, 
and occasionally by his family. 

Starting in September, 1958, a special 
effort was made to get data on all entering 
ninth graders. The procedure was as fol- 
lows: Each available ninth grader received 
a physical examination by a physician, a 
dental examination, a vision, height, and 
weight check by the nurse, a brief screen- 
ing interview by a member of the counsel- 
ing department, and screening interview by 
the social worker. 

Beginning with a history, which was 
obtained directly from each student, we 
were confronted early with the paradox 
of the student arriving at the school for 
his own reasons, which were quite at vari- 
ance with why he was sent to the school. 
In order that a member of the guidance 
department might personally know each 
student during the first week of school, a 
short-form interview schedule was de- 
veloped. This schedule attempted to gain 
an impression of the student's self-concept, 
his reasons for being at the school and his 
feelings related to these reasons. The 
schedule, which was administered by in- 
dividuals essentially untrained in inter- 
viewing, concerned itself with the following 
questions: 

. What is your name? 

What is your nickname? 

What do you wish to be called? 

Why are you here? 

. How do you feel about it? 

. Who is at home? 

Whom do I contact in case of trouble? 

. Is there anything else you want to 
talk about? 

I. Do you wish another interview? 

Typical student responses in regard to 
the question, “Why are you here?” were: 
Expelled from home school; they sent me 
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up here; the schools were filled down 
there; wanted to get away from home; no — 
other place to go; father drinks; mother 
wanted it; parents separated; brother told” 
me to; superintendent, principal or social 
worker made me come; didn’t want to go 
to public school; couldn’t get along with 
the teacher; the cops were always throw- 
ing us in. 

The confusion surrounding the reason 
for enrollment complicates the identifica- 
tion of an appropriate program for the 
student. Thus, parents may send a stu- 
dent to school “to keep him out of trou- 
ble;” the enrollment agency may justify the 
application on the basis that there is “no 
public school available;” the student may 
regard his departure from his home as 
“they want to be rid of me;” while the 
school accepts him with the expectation 
that “he is here to get a high school 
education.” 

Responses relating to the student's feel- 
ings range from acceptance to “I don't 
care” to marked hostility and resentment. 
Clues are also obtained as to relatives, 
friends and others whom the student felt 
he could rely on most. The opportunity 
was proffered by the counselor for further 
interviews. Approximately one-half of the 
students requested the opportunity for 
further discussion, and, in selected in- 
stances where a negative response was ob- 
tained, follow-up was made available based 
on the impression of the examiner that the » 
individual was reluctant to ask for help; 
although in need of it. 

A second device for identifying early 
signs of emotional distress, as well as meas- 
uring the nature and extent of the prob- 
lems, was tested by the clinical social 
worker. At one station during the physical 
examination, a private interview was h 
with each student to review the schedule 


of 21 medical-social history factors symp- 
tomatic of disturbance. The items attempt 
to sample subjectively various methods of 
handling anxiety over a range extending 
from turning against oneself to acting out 
toward others. 

The medical-social history items were 
ranged in order of descending frequency. 
The factor most frequently acknowledged 
by all students was “depression-worry,” 
with nailbiting, running away and nervous- 
ness being present in approximately one- 
third of those interviewed. In each of the 
five academic classes so far examined, ap- 
proximately four-fifths of the students had 
more than one complaint. Other com- 
plaints of considerable frequency were 
sleep disturbance, stealing-arrest and nerv- 
ousness. At the time of the interview held 
at the beginning of the year, a list was 
compiled of those students who might 
benefit from immediate follow-up, and 
these students were seen again either by 
the guidance advisers or by the social 
worker, 

Complete physical examinations reveal 
a wide distribution of defects. The large 
number of visual and hearing defects could 
conceivably interfere with the learning 
Process. Other defects which appear to 
have significance in regard to adjustment 
Telate to overweight, underweight, seizures 
and dematitis. The dental examination 
revealed a “low-level of dental health when 
a, with an average of 3.5 carious 
ai use ‘Saar Malocclusion and ab- 

ront teeth, which altered facial 
he were present in from five 

7 n per cent of the youngsters seen. 

arlous psychological tests were applied 
eens setting, using the Cali- 
Ubi he ve Maturity Test (Short Form) 
Hei EN Test of Educational Develop- 

s e frequency distribution on both 


in 
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tests shows a general skewing of approxi- 
mately three-quarters of each class into the 
low average ranking. This aspect of the 
evaluation has been the least satisfactory 
to date because of complications of cultural 
factors and experiential background of the 
students being quite different from the 
large body of students on whom the norms 
are obtained. Further efforts and investi- 
gation of psychological factors are being 
explored in the current mental health 
project. 


II. ACTION PROGRAM 
A. Extension of Survey Efforts to De- 
lineate Mental Health Problem 
Areas 

1. Scrutiny of clinic attendance dur- 
ing 1960 and 1961 school years 
disclosed the following: The aver- 
age daily first visits number 2.7 
both years; average daily clinic re- 
visits numbered approximately 23 
for an average daily total school 
enrollment of 525 students; 

2, Analysis of student accidents in 
1960 revealed approximately 100 
first accidents per year, with quite 
a sharp drop for subsequent acci- 
dents. This particular study was 
discontinued because the problem 
of accident-proneness, which the 
study was designed to reveal, had 
been found to be negligible; 

3. As clinicians we have questioned 
the wisdom of providing our ado- 
lescent students with glasses having 
“standard” frames, which tend to 
proclaim dependency. The medi- 
cal officer carried out a study to 
“verify this impression, determine 
the extent of difference in usage, 
and compare the dollar-cost of pur- 
chasing glasses through the usual 
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government contact versus pur- 
chasing them locally and allowing 
a wide choice of frames.” 1 

The following findings were con- 
firmed: Those students who were 
given a free choice of frames wear 
the glasses more in the classroom; 
the increase in classroom use of 
glasses is proportional to the in- 
crease and the cost of the glasses; 
students who bought their own 
glasses and students who had very 
poor vision wore their glasses more 
than the other two groups. During 
the three months study, 42 per cent 
of the students were known to have 
lost or broken their glasses or left 
them at home; 

4. Caseload by referral source indi- 
cates approximately two girls are 
referred for every boy; principal 
sources of referral are from the 
nurse in the Division of Indian 
Health clinic, the guidance work- 
ers of the Bureau of Indian Af- 
fairs, and the patient makes a 
self-referral in about a quarter of 
all instances. The problem area 
usually concerns dormitory-campus 
adjustment situation (14), somatic 
complaints (14), home situation 
(Y% to 1⁄4), and, to a much lesser 
degree running away, class situa- 
tion, summer planning and local 
community problem. Although the 
age range in school starts in the 
fourteenth year, the peak of prob- 


1 Lackore, L. K., Study of Various Types of Eye- 
glasses by High School Students at Flandreau Indian 
School (Flandreau, S. D.: Flandreau Indian Voca- 
tional High School, April 5, 1961). Mimeographed. 


2 Today’s Dropouts—Tomorrow’s Problems (Wash- 
ington, D. C.: U. S. Department of Interior, Bureau 
of Indian Affairs, October, 1959). Mimeographed. 
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lems is reached with the youngsters 
in the fifteenth and sixteenth years, 
Most frequent diagnostic classifica- 
tion or impressions concern anxiety 
reactions and antisocial reactions 
in passive aggressive personality 
disorders; 

5.As has been pointed out in a 
previous study by the Bureau of 
Indian Affairs Branch of Educa- 
tion,? there is considerable inher- 
ent difficulty in determining rea- 
sons for dropouts. The definition 
used is: Although there has been 
a steady increase in freshman stu- 
dents during the five years, the ac 
tual percentage of the class which 
drops out has not increased. A 
shift toward a higher enrollment 
of girls shows a concurrent rise in 
drop-out rate. Three times as many 
new students drop out as former 
students, although there are only 
twice as many new students en- 
rolling as former students. If one 
accepts the administrative reason 
accompanying the application 
blank, there seems to be a greater 
proportion of dropouts among 
those students sent for educational 
purposes rather than for social rea 
sons. Mostly this underlines the 
fact that the school has need for 
extensive social background data 
on any student admitted. Based 
on area of origin there is a some- 
what higher drop-out rate for those 
who are closer to their home area. 
Almost half of the dropouts occur 
among 16- and 17-year-olds, which 
is in accord with the national pic 
ture. One-half of all dropouts 
occur within the first 30 school 
days after their arrival. 

6. The unmarried mother has been 


an 


a major concern of clinicians of 
the school staff and much joint 
planning has been done on her be- 
half. Previously, when a girl was 
found to be pregnant she was sent 
to her home reservation as quickly 


as possible. This probably pre-- 


vented embarrassment for her in 
some cases, but returning home 
often only changed the location of 
the problem. Hostbjor has written 
an elightening paper on illegiti- 
macy among the Sisseton-Wahep- 
ton/Sioux. She states that “while 
the Indian unmarried mother may 
not be strongly neglected or cri- 
ticized by the group, she often faces 
a degree of disapproval, and this, 
and her own attitude about her 
pregnancy, may create a conflict 
for her.” She notes further that 
most unwed mothers are encour- 
aged to keep their babies, and 
adoption may be discouraged. She 
further notes that although the 
kinship system is not completely 
destroyed, the immaturity of many 
of the mothers may result in emo- 
tional and physical neglect of the 
child. 

Therefore, the project team of- 
fered their professional help with 
planning for the mother and child. 
Beginning in 1960 the clinic offered 
medical, dental, nursing and social 
services to each girl found preg- 
nant, in the hope that better plan- 
ning would result. Correspondence 
with the home agency was initi- 
ated and help was given with the 
choosing of comfortable, concealing 
clothing. Since that time eight 
pregnant girls have received these 
services. Of the eight, two chose 
to return home, one already had 
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made plans to marry the father 
of the child, five were referred to 
a maternity home in Sioux Falls 
and one to a maternity home in 
her home state. The South Dakota 
Division of Child Welfare partici- 
pated in planning. Growing out 
of this, the Public Health Service 
and the Bureau of Indian Affairs 
had joint meetings and developed 
“Guidelines for Handling Prob- 
lems of Pregnant Girls in Non- 
Reservation Boarding Schools.” 

B. Development of Therapeutic Rela- 
tionships with Staff Interaction. 

Educators and clinicians have worked 

together in a variety of ways: 

1.On the visual defects study, the 
teachers were told which students 
were supposed to wear glasses and 
encouraged the students in the 
proper care and use of glasses. 
They also discouraged the students 
from ridiculing the wearers of the 
glasses. Responsibility for health 
appraisals, including height and 
weight measurements and menu 
calorie counting activities, was as- 
sumed by appropriate home eco- 
nomic sections, with the clinicians 
serving as resource persons. 

2. Lectures and subsequent seminar 
discussion groups were developed 
around such topics as would im- 
prove understanding between the 
groups and stimulate co-operative 
relationships. This has worked both 
ways, with the clinicians conduct- 
ing a course on psychodynamic con- 
cepts of child development and the 


iei nn 
3 Hostbjor, Stella, “Part I: Adoptive Placement 
of American Indian Children with Non-Indian 
Families: Social Services to the Indian Unmarried 
Mother on the Reservation,” Child Welfare, (May, 
1961), 7-9. 
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educators engaging the clinicians 
in consideration of planning of cur- 
riculum and other educational and 
administrative problems. Meet- 
ings are also structured between 
educators, clinicians and guidance 
staff to develop increased opportu- 
nity for student recreation. This 
ultimately was extended to student 
participation, either through stu- 
dent council or by meeting with 
the student committees. 

3.A similar project was devised 
around the problem of transition 
from school to community, both 
upon graduation and during the 
students’ summer vacation. Two 
teachers were engaged to supervise 
and counsel students living in 
foster home settings and a nearby 
community. They were, in turn, 
supervised by the social worker 
from Lutheran Welfare in Sioux 
Falls. Following orientation by the 
project social worker, the two were 
assigned as case aides to the 
agency's chief social worker for the 
summer months. This permitted 
an expansion of the program 
which, in its more recent years, has 
served about 25 students. 

Some of the positive values for 
the students identified by those 
people closely in touch with the 
project, were: activities such as 
learning to use an escalator, auto- 
matic elevator, or even mailing a 
letter at the post office were major 
accomplishments initially for some 
students. They were eager to open 
bank savings accounts and watch 
them grow, to endorse and cash 
checks, and to better themselves 
both financially and socially. Both 
through their case aide and through 


their foster parents they were 
taught quality, values and relative 
needs while shopping. Some 
learned new forms of recreation 
such as participating in church 
youth groups, swimming, visiting 
the zoo, parks, museums and other 
points of interest. They learned 
to take and carry out orders in a 
home or place of business, to be 
trusted, to accept themselves be- 
cause they are accepted by others 
and to accept non-Indian people. 
This all sounds relatively simple 
but of course it is not. Case aides 
verbalized awareness of their own 
growth in acquiring the ability to 
permit the expression of hostility 
of both students and fost" parents. 
They learned first-hand the 
students’ own ways of living; for 
example, a preference of indi- 
viduals to snack when hungry 
rather than to sit down with every- 
one at the table to eat a meal to- 
gether. They learned to identify, 
work with and record problems of 
cultural transition and match the 
needs and resources of both indi- 
viduals and social institutions. 
They learned basic skills in work- 
ing with individuals, and for one 
worker it became clear that solu- 
tions to problems are not a matter 
of “facilities and funds alone.” 
The community (foster parents, 
neighbors, pastors and congrega- 
tions), in part because of the ef 
forts of those who worked to make 
the experiment succeed, learned to 
deal constructively with the prob- 
lems of cultural transition. Par- 
ticularly in rural areas where 
people get to know each other well, 
the student made positive contri- 


butions to understanding which 
can be attested to by the fact that 
many people voice an interest in 
becoming a part of the project in 
the future years. 

.More and more the psychiatrist 
has directed his attention toward 
working with administrative and 
health staff. There have been 
numerous meetings with guidance 
workers, department heads, teach- 
ers and dormitory personnel, all 
with a view toward getting a better 
understanding of what confronts 
the workers within the school. Out 
of this has developed a project that 
is designed to investigate more 
carefully many of the problems of 
education with a cultural group 
in transition. Currently there are 
several social workers and an an- 
thropologist working full-time to 
delineate the background of the 
children who use the school. In 
addition, consulting psychologists 
have been used to define the psy- 
chological techniques. These data 
are in the process of being gathered 
and will be reported at a future 
date. 


=- 


I. EVALUATION 


Although formal evaluation procedures 
Were not made a part of the mental health 
Project at its inception, the staff stressed 
the need for ongoing evaluation. To that 
end it has made use of periodic round- 
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table conferences and publications of find- 
ings. Both methods relied heavily on de- 
scriptive accounts of activities and self- 
evaluations, combined with anecdotes 
given by people associated with the project. 
Five annual reports contain the bulk of 
the findings.*: 5 ¢ 

Since September, 1962, two anthropolo- 
gists have been engaged in trying to find 
the anthropological factors, while an addi- 
tional social worker has been added to the 
staff to work out the social background of 
individual disturbed students. Obviously 
much more work needs to be done, par- 
ticularly in the fields of psychology and 
medicine to delineate the mental health 
problems peculiar to this highly specialized 
type of educational setting. 

This information is being offered in the 
hope and in an effort to interest profes- 
sional mental health workers in the prob- 
Jems of culturally disadvantaged Americans. 


—— 
4 Warner, B. B., T. P. Krush, J. W. Bjork and K. 
Jackson, Second Annual Report of the Mental 
Health Pilot Project at the Flandreau Indian Vo- 
cational High School (Flandreau, $. D.: Flandreau 
Indian Vocational High School, July, 1958). Mimeo- 
graphed. 

Krush, T. P., Anne J. Lello and J. W. Bjork, 
Third Annual Report of Mental Health Clinic at 
the Flandreau Indian Vocational High School 
(Flandreau, S. D.: Flandreau Indian Vocational 
High School, June, 1959). Mimeographed. 

6 Krush, T. P. and J. W. Bjork, Fourth and Fifth 
Annual Reports of the Mental Health Clinic at 
the PHS Indian School Health Center, Flandreau 
Indian Vocational High School (Flandreau, S. D.: 
Flandreau Indian Vocational High School, June, 
1961), Mimeographed. 
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Effect of physician training 


mental health principles on mother 


One of the most significant measures of 
the success or failure of an education or 
training program for health professionals 
iS) +. e eet abenees reed 
Mr. Belkin is research associate, Dr. Suchman is 
director, and Dr. Rosenblatt, assistant director, So- 
cial Science Activities Program, and Dr. Jacobziner, 
assistant commissioner of child and maternal health, 


New York City Health Department, New York, 
N. Y. 


+ The Attitude Study Eigarar 
ment of Dr. David M. Levy, who formulated the 
underlying principles and procedures for training 
used by this project. For a more complete de- 
scription of the history, objectives and procedures 
of the Attitude Study Project, see Baumgartner, 
Leona, “Psychiatry and the Child Health Services,” 
American Journal of Orthopsychiatry, 21(October, 
1951); Korsch, Barbara, “Practical Techniques of 
Observing, Interviewing and Advising Parents in 
Pediatric Practice as Demonstrated in An Attitude 
Study Project,” Pediatrics, 18(September, 1956); 
Levy, David H., The Demonstration Clinic 2(Spring- 
field, Ill.: Charles C Thomas, 1958). 
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is whether or not the patients th 
react more favorably to the “educated” 
compared to the “uneducated” practitio 
In the present study, we shall in 
gate the degree to which mothers 
differently to those child health 
physicians who have succeeded in app 
mental health principles taught in a 
training program as compared to those 
have not succeeded in applying these sam 
principles. 
This training program, known as | 
Attitude Study Project, is a relatively qui c 
inservice training program which seeks t 
integrate mental health concepts into th 
day-to-day pediatric setting of the d 
health conference.! Physicians and nu 
receive a total of six to seven days ti 
in Attitude Study techniques and m 
training sessions are held once a 
The program concentrates on inst 
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trainees in a method of adapting mental 
health principles to child health confer- 
ences. 

The aims of the training are: 

1. To develop and to teach physicians 
and nurses a short parent conference 
technique which will quickly uncover 
those problems with which the parent 
needs help and can be helped in a brief 
counseling situation. 

2 To develop and teach more construc- 
tive methods of coping with these 
problems, utilizing the resources 
readily available to physicians and 
nurses within the limited time at their 
disposal. 

5.To help participants apply social-psy- 
chological concepts and techniques ac- 
quired in this program to their work 
with all patients. 

The training project focuses on three 
areas; direct observation, interviewing pro- 
cedure, and techniques of giving advice 
and reassurance. Through the use of var- 
fous techniques, which have been devel- 
Oped over a period of about 10 years, it is 
hoped that the physician will be able to 
select for counsel those mothers who may 
profit most from his time. 


BACKGROUND OF THE RESEARCH 
Two previous research studies have in- 
Vestigated the effect of the Attitude Study 
Project on the attitudes, opinions and be- 
vior of trainees; first, a survey of some 
800 physicians and nurses who had previ- 
Susly received training and, second, an 
Observational study of the behavior of a 
group of 21 physicians in actual child 
lth conferences both before and after 
training? 

The second of these studies, the before- 
after observational study of physicians’ 
behavior in child health conference ses- 
sions, serves as the basis for the present 


Briefly, the results of this study 
indicated that the training program effected 
a significant increase in the awareness of 
mental health principles in the physician- 
trainees observed. 

After training, physicians, in general, 
were observed to increase their efforts to 
establish rapport with mothers and more 
frequently to utilize techniques such as 
open ended and nondirective questioning 
and giving reassurance to mothers, The 
purpose of the present study is to deter- 
mine, through direct interviews with 
mothers whether and to what degree the 
appraisal by mothers of the conference in 
terms of its helpfulness and her satisfac- 
tion were related to the application by the 
physician of the mental health principles 
taught in the training program. 


RESEARCH DESIGN 

The design of this study is divided into 
two interrelated parts. The first part con- 
sists of an observational study of the phy- 
sicians who had taken part in the training 
program; the second part concerns a series 
of personal interviews conducted with 
mothers immediately upon completion of a 
child health conference session with a phy- 
sician included in our study group. 

In the observational study, 21 physicians 
were observed during child health confer- 
ence sessions both before and after training 
and again approximately one year after 
completion of the training course. Two 
highly trained observer-interviewers * in- 
OE 
2A description of the methods, procedures and re- 
sults of these studies is presented in Mental Health 
in the Child Health Conference—An Evaluation 
of the Attitude Study Project (New York: New 
York Department of Health, June, 1961), Mimeo- 
graphed. 

3 Both observers were thoroughly familiar with the 
techniques of observation as well as the goals and 
methods of the Attitude Study Project. 
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dependently observed these 21 physicians 
during four conference sessions for a total 
of eight observations at each period of time. 
Based upon this direct observation of the 
physician's conduct during the child health 
conference, physicians were classified on 
their relative degree of application of the 
approach and techniques taught in the 
training program. The major emphasis 
of the rating was on the extent to which 
they had successfully integrated mental 
health techniques into the pediatric setting 
of the child health conference. 

Thus, each of the 21 physicians in our 
sample was carefuly rated by the observers 
on his general “application of mental 
health principles.” This rating takes into 
account all areas of the physician's per- 
formance observed in conference sessions 
in relation to the principles propounded 
by the Attitude Study Project during the 
course of its training program. At the 
end of each conference, the physician being 
observed was ranked by the observer on 
a five-point scale ranging from very high 
to very low application of mental health 
principles. These scores on individual 
sessions were then averaged to obtain an 
over-all score for each physician. 

For each of the three time periods dur- 
ing which observations were made, the 
physicians were dichotomized on the basis 
of their rating into “high” and “low” 
groups representative of their relative suc- 
cess in applying the mental health princi- 
ples of the Attitude Study Project to the 
actual conduct of the child health confer- 
ences. Among the total group of 21 phy- 
sicians, 7 were rated “high” during each 
of the three observational periods while, 
at the other extreme, 5 physicians received 
“low” ratings for all three periods. Be- 
cause of their consistent performance over 
an extended period of time, and for a 
large number of child health conferences, 
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we feel justified in comparing these two 
groups as representative of “high” and 
“low” success in the application of the men- 
tal health principles advocated by the Att 
tude Study Project training program. 

The evaluation of the child health con 
ference by the mothers was made by means 
of a personal interview conducted directly 
after the mother had been seen by the phy- 
sicians in our study group. The mothers 
were not told the purpose of the interview 
and, of course, did not know the observa 
tional rating of the physician. The ob 
servation of the physician and the inter- 
viewing of the mother were done by two 
different individuals. Thus the inter 
viewer also was unaware of the rating of 
the physician on “high” or “low” appli- 
cation of mental health principles. 

A total of 247 mothers were interviewed, 
approximately 12 mothers for each of the 
21 physicians. The interview schedule cov- 
ered several areas of a general nature in- 
cluding, for our purposes, their reactions 
to a variety of aspects of the child health 
conference just completed. Among other 
things, mothers were questioned regarding 
their attitudes toward the value of the 
conference, toward aspects of the physician's 
conduct at the conference, about the phy 
sician’s attitude toward herself and her 
child, and about other content areas 
stressed by the training program. 

The usual interviewing and observa- 
tion procedure was for both observer-inte™ 
viewers to visit a child health station where 
one of the physicians was conducting child 
health conferences. On the first visit, on 
member of the team observed the doctors 
performance during four conference ses- 
sions, while the other personally inter 
viewed mothers whom this doctor ha 
seen. On the second visit the observer- 
interviewers reversed roles. K 

The research question we now examine 
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is essentially this: We are able to distin- 
guish between those physicians who most 
often employ the approach and techniques 
taught in the training program and those 
who do not. If the training program is of 
value, there should be a more favorable 
evaluation on the part of those mothers 
whose children have been seen by physi- 
cians making the most use of the approach 
advocated by the training program. 


FINDINGS 


The most significant differences between 
physicians with a “high” or “low” rating 
on application of mental health princi- 
ples concerns the mothers’ appraisal of 
the doctor-mother and doctor-child rela- 
tionship. The child health physician has 

4 relatively short time in which to develop 
an effective relationship with the mother 
and child. His work load is normally a 
heavy one and consequently he has little 
time to devote to each mother. The train- 
ing program placed particular stress on 
the physician’s ability to establish a “good” 
telationship quickly with the mother. By 
Creating a positive relationship with the 
mother he is in a position to evaluate her 
Problems and to aid her in coping with 
them. 

_While 38 per cent of the mothers inter- 
Viewed believed the physician “liked” them, 
the majority (57 per cent) said that they 
had no idea of the physician’s personal 
feelings, Significantly, however, none of 
the mothers felt the physician personally 
disliked” them, and only a relative hand- 
ful (5 per cent) stated he was “indifferent.” 

When questioned about the physician’s 
attitude toward their children, the propor- 
tion of responses were nearly identical with 
those quoted above. Nearly 6 out of 10 
Mothers had “no idea” whether the Child 
Health Station physician liked or disliked 
their children, while 41 per cent thought 
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he liked their children, and only 3 per cent 
reporting him as indifferent. 

However, when the physician-mother 
and the physician-child relationships are 
analyzed separately for those physicians 
with a “high” or “low” rating in applica- 
tion of the mental health principles ad- 
vocated by the training program, we dis- 
cover striking differences. 

In both cases, mothers are more apt to 
have formulated an opinion about those 
physicians rated “high” as compared to 
those rated “low.” Moreover, in both 
the physician-mother and_physician-child 
relationships, the “high” rated physician 
is definitely viewed in a more favorable 
light. Mothers completing conference ses- 
sions with “high” rated physicians were 
more than twice as likely than those seen 
by “low” rated physicians to feel that they 
were liked (53 per cent vs. 23 per cent). 
Similarly, 51 per cent of those seen by a 
“high” rated physician believed he liked 
their children, compared with only 30 
per cent among those seen by a “low” rated 
physician. (Tables 1 and 2). Mothers’ 
Image of the Child Health Physician: We 
noted that only some of the mothers have 
an awareness of the physician's attitude 
toward themselves or their children. Per- 
haps this is not surprising when one con- 
siders the brevity of the child health con- 
ference. But even if mothers find difficulty 
in judging physicians’ attitudes, they are 
quite able to form an image of the per- 
sonal qualities of the physician. 

Mothers were asked to describe the physi- 
cian they had just seen and were presented 
a check list of attributes to apply to him. 
Over-all, most mothers view the child 
health physician in a very favorable light. 
He is characterized as competent, friendly, 
interested, sincere, understanding and, to 
a somewhat lesser extent, as warm and 
fatherly. Very few mothers attached nega- 
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TABLE 1 


Relationship Between Application of 
Mental Health Principles and 
Physician-Mother Relationship * 


Mothers 
Conferenced 
by Physicians 
Who Are Rated 
All 
“High” “Low” Mothers 
Physician's Attitude 
to Mother 

No idea 16% T2%°* 57% 
Liked 53 23 38 
Indifferent 1 5 5 
Disliked <i i 


100% 100% 100% 
(18) (61) @47) 
* Question: “How did he (the physician) seem 
to feel about you?” 
** All differences reported in this and subsequent 
tables have been found to be statistically significant 
on at least the .05 level of significance. 


tive attributes to the physicians, and the 
most frequently mentioned criticisms refer 
to his impersonal nature or impatience. 

Consonant with the more favorable pic- 
ture we have thus far painted of the “high” 
rated physician is the mother’s image of 
his personal qualities. It is true that most 
mothers view child health physicians very 
favorably. However, if we compare their 
images of the physicians who are rated 
“high” or “low” in their application of 
mental health principles, the “high” rated 
physician is significantly more often char- 
acterized as being a warm, fatherly, friendly, 
sincere, understanding, less impersonal, 
competent and, to a slightly lesser degree, 
interested individual (Table 3). 

The largest differences between “high” 
and “low” rated physicians revolve around 
the attributes of warmth (a 35 per cent 
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difference), fatherliness (26 per cent), and 
friendliness (20 per cent)—attributes which 
may be easily associated with a relaxed con- 
ference atmosphere, encouragement of 
problem discussion and an especially 
a favorable view of the physician's feelings 
toward both mother and child. 


The Physician’s Conference Attitude and 
Technique: One of the elements influence 
ing a mother’s perception of conference 
content and activities undoubtedly is the 
physician’s attitude and the techniques he 
employs. ` As an indicator of conference 
atmosphere, let us consider the “pace” of 
the conference, first as it is perceived by 
the mother, and secondly, how she feels 
it affects her freedom of expression. 
About 2 mothers out of 10 (19 per cent) 
felt the physician was “very rushed” dur- 
ing their conferences, While only a minor 
ity of mothers (17 per cent) mentioned 
feeling too rushed to bring up questions, 


TABLE 2 


Relationship Between Application of 
Mental Health Principles and Physi- 
cian-Child Relationship * 


Mothers 
Conferenced 
by Physicians 
Who Are Rated 
Alt 
“High” “Low” Mothers 
Physician’s Attitude 
to Child 
No idea 45% 65% 56% 
Liked 51 30 41 
Indifferent 4 3 3 
Disliked PS 2 
e EEE is 
100% 100% 100% 


(78) ©) (247) 
Vines) ae ee 
* Question: “Did you get any feeling whe! 


or not the doctor liked or disliked your child?” 
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those who felt their physician was very 
rushed were also less likely to feel they 
could bring up questions. 

Among mothers who stated the physi- 
clan was rushed, 6 out of 10 (61 per cent) 
believed that the rapid pace prevented 
them from bringing up questions. Only 
7 per cent of the mothers who did not feel 
the physician was too rushed felt that they 
could not bring up questions. 


to ventilate her problems and “blow off 
steam.” One of the assumptions is that 
“ventilation” is, in itself, a helpful thera- 
peutic device. Overall, more than 4 out 
of 10 mothers (42 per cent) said the phy- 
sician encouraged them to talk during the 
child health conference. When mothers 
were asked specifically if the physician en- 
couraged or discouraged them from men- 
tioning problems, 51 per cent said that 


TABLE 3 


Relationship Between Application of Mental Health 
Principles and Image of Physician * 


Mothers Conferenced by 
Physicians Who Are Rated Percentage Difference 
Between High and Low in Au 
“High” "Low" Direction of High Rating Mothers 
OOOO NSESN 
Physician's Attributes 
Competent 95% u% 11% 91% 
Friendly 92 72 20 86 
Interested 89 79 10 83 
Sincere 86 69 7 82 
Understanding 87 72 15 82 
Warm 76 4 35 65 
Fatherly 59 33 26 53 
Impersonal 14 28 LES 19 
Impatient 9 10 1 n 
Hard to understand 1 8 7 9 
Bored 5 8 -2 5 
Impolite oe 2 2 1 


* Question: “How would you describe the doctor you have just seen?” 


Mothers having conference sessions with 
“high” rated physicians were significantly 
less likely to feel their physician was “very 
rushed” than were those mothers who had 
sessions with “low” rated physicians. Only 
9 per cent of mothers conferenced by @ 
‘high” rated physician stated he was “very 
rushed,” contrasted with 25 per cent of 
mothers seen by a “low” rated physician. 

In its training program, the Attitude 
Study Project emphasizes the need to en- 
courage the mother to talk about herself, 


they had been encouraged; 38 per cent felt 
they had been neither encouraged or dis- 
couraged, and 10 per cent felt they had been 
discouraged from mentioning problems. 

Encouragement connotes a positive ac- 
tion, and although physicians encouraged 
one-half of the mothers to mention their 
problems, an even larger proportion of 
mothers (78 per cent) felt the physician 
actually made it easy for them to mention 
problems, In other words, if the mother 
felt the need to discuss a problem, in three 
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out of four cases she noted little resistance 
on the part of the physician. 

However, physicians less frequently gave 
active encouragement to mothers to bring 
up their problems for discussion. Two 
out of 10 mothers (17 per cent) said there 
were questions they wanted to but did not 
ask during the conference. Among the 
group who wanted to ask a question, the 
most frequent reason for failing to ask 
was that the physician was in a hurry (35 
per cent). Thirteen per cent felt that the 
doctor was disinterested, and 18 per cent 
simply forgot to bring up the question. 

As might be anticipated, physicians who 
actively encourage mothers to mention 
problems are also the most likely to make 
it easy for the mother spontaneously to 
mention problems. Ninety-eight per cent 
of the mothers who said their physician 
encouraged them to bring up problems 
also felt he made it easy for them to men- 
tion problems. Among mothers who felt 
their physician discouraged them from 
mentioning problems, the majority (64 
per cent) believed their physician made it 
hard to bring up problems during the con- 
ference. 

In general, there appears to be two types 
of encouragement which a physician pro- 
vides a mother—active and passive. In 
terms of active encouragement of prob- 
lem discussion, 55 per cent of the mothers 
seeing a “high” rated physician indicated 
active encouragement compared with 43 
per cent of mothers seeing a “low” rated 
physician. Members of the “low” rated 
group were more than three times as likely 
to discourage discussion of problems (Table 
4). 

eee encouragement, as we use the 
term, refers to whether or not the child 
health physician made it easy or hard for 
the mother to mention her problems during 
the conference. However, as in the case 
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TABLE 4 


Relationship Between Application of 
Mental Health Principles and 
Encouragement to Mention 


Problems * 
Mothers 
Conferenced 
by Physicians 
Who Are Rated 
All 
“High” “Low” Mothers 
SS eee 
Encouragement to 
Mention Problems 
Encouraged. 55% 18% 51% 
Neither 40 43 38 
Discouraged 4 14 10 
Not ascertained 1 oe 1 
100% 100% 100% 
(78) (61) 247) 


ES eee 
* Question: “Did the doctor encourage oF dis 
courage you to mention problems?" 


of active encouragement, “high” rated phy- 
sicians were more likely than “low” rated 
physicians to provide passive encourage 
ment. Eighty-seven per cent of mothers 
conferenced by “high” rated physicians 
stated that their physicians made it easy 
to mention problems as compared to 70 
per cent of the mothers seen by “low” rated 
physicians. Mothers who were seen by 
“low” rated physicians were five times as 
likely as mothers who were seen by “high” 
rated physicians to believe that their phy: 
sicians made problem discussion harder 
for them (20 per cent as opposed to 4 per 
cent). (Table 5.) I 
Thus, physicians consistently applying 
the principles and techniques of the train- 
ing program do appear to create a more 
favorable conference atmosphere. Mothers 
seen by a “high” rated physician are not 
only more likely to feel unhurried but, 
more important perhaps, they are also 
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- 
more likely to feel that their physicians 
encouraged them to air their problems 
freely. 

Helpfulness and Satisfaction with the Child 
7 Health Conference: The majority of 
mothers felt their conferences were “very” 


or “fairly helpful” to them. Sixty-four 
per cent rated their conference session 
as being “very helpful” to them and an 
additional 21 per cent felt it was “fairly 
helpful.” 

Mothers were more likely to find con- 
ferences conducted by “high” rated phy- 
sicians both more helpful and satisfying 
than those conducted by “low” rated phy- 

i 


sicians. Among mothers whose conferences 
conducted by a “high” rated physi- 


E 


72 per cent felt that their confer- 
ence was “very helpful,” compared with 
61 per cent among mothers who saw a “low” 
s Fated physician. 
[i 


g 


Physical Examinations: The question may 
be raised as to the possible neglect of the 


TABLE 5 


i iationshi p Between Application of 
Mental Health Principles and Ease 
of Mentioning Problems * 


4 Mothers 
7 Conferenced 
by Physicians 
Í Who Are Rated 
All 
A “High” “Low” Mothers 
— MMM 
i Ease of 
3 b  Mentioning Problems 
~ Bay 87% 10% 18% 
| Neither 9 10 n 
Hard 4 20 u 
Not ascertained 
100% 100% 100% 
(78) (61) (247) 


ee 8 ow ony ee RC 
a Question: “Did the doctor make it easy oT hard 
w mention problems?” 


physical examination aspects of the child 
health conference by those physicians who 
placed greater emphasis upon the appli- 
cation of mental health principles during 
the conference. Mothers were asked: "What 
did the doctor do for your child today?” 
Quite naturally, the most frequent re 
sponses related to aspects of the physical 
health of the child. Eight out of 10 
mothers mentioned a physical examination 
while 6 out of 10 stated that their children 
had received immunizations. 

Twenty-five per cent of the mothers 
stated they received feeding information 
during their conferences and slightly fewer 
stated they obtained advice on a physical 
symptom or ailment. Only two per cent of 
the mothers mentioned that a child be- 
havior problem was discussed, and an 
equally small number said they had re 
ceived some “supportive” encouragement 
about their own problems. 

When these responses are analyzed by 
the physician's rating on application of 
mental health principles, mothers are much 
more likely to mention that “high” rated 
physicians gave their child a physical ex- 
amination and gave them feeding informa- 
tion than mothers having conference ses- 
sions with “low” rated physicians. 

Among mothers seen by “high” rated 
physicians, 92 per cent mentioned a phys- 
ical examination and 33 per cent men- 
tioned receiving feeding information. On 
the other hand, among mothers seen by 
“low” rated physicians, 74 per cent men- 
tioned physical examination and 15 per 
cent spoke of receiving feeding informa- 
tion. Turning to less medically directed 
and more mental health-oriented topics of 
the child health conference, we note that 
the “high” rated physicians are more likely 
to have discussed child behavior problems 
than the “low” rated physicians, although 
for both groups this percentage is very low 
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in comparison to the physical health as- 
pects of the child health conference. This 
is to be expected, however, in view of the 
over-all goals of the child health confer- 
ence. (Table 6.) 

In general, then, we may conclude that 
application of mental health principles 
in the child health conference appears in 
no way to interfere with the physical 
health aspects of the conference. 


DISCUSSION AND IMPLICATIONS FOR 
MENTAL HEALTH TRAINING 


We have considered the relationship of 
mothers’ attitudes toward various features 


TABLE 6 


Relationship Between Application of 
Mental Health Principles and 
Content of Child Health 
Conference * 


Mothers 
Conferenced 
by Physicians 
Who Are Rated 
— All 
“High” “Low” Mothers 
Content of Conference 
Physician examination 92% 74% 82% 
Immunization 62 74 63 
Feeding information 33 15 25 
Advice on physical 
symptom or ailment 22 15 22 
Referral 8 2 5 
Behavior of child 5 2 2 
Supportive 1 2 2 
Emotional 1 .. .. 
Other 6 2 5 


08) (6) (47) 
* Question: “What did the doctor do for your 
child today?” 
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of the child health conference and the 
physician’s application of mental health 
principles. We have utilized physicians 
consistently rated “high” by observers as 
examples of physicians making the proper 
application of an approach to mental health 
problems advocated in a training program, 
(the Attitude Study Project). 

At the other extreme, we have used phy- 
sicians consistently rated “low” as repre- 
senting those not applying such mental 
health principles. The results, as we have 
noted, indicate that mothers are consist- 
ently more favorable to physicians who are 
rated “high” in their application of mental 
health principles than those who are rated 
“low.” Mothers picture the “high” rated 
physician as conducting a more unhurried 
conference session and encouraging dis- 
cussion of personal problems. ‘They feel 
he is more friendly toward them and their 
children and they have a more favorable 
image of his personal qualities. Finally, 
they derive more help and satisfaction 
from the conferences he conducts. This is 
accomplished without neglecting the phys- 
ical aspects of the child’s health. 

How do these findings relate to the 
goals of the training program in mental 
health principles? The positive effects 
upon mothers’ attitudes derived from the 
application of such principles by the phy- 
sician reaffirms the value of the goals of 
the training program. If more physicians 
can be convinced to adopt a mental health 
approach to their work in the child health 
conference, we have reason to believe that 
the result will be a more satisfying confer- 
ence for the mothers. 


Eta 


BERNICE T. EIDUSON, Pu.D. 


A study of children’s attitudes 
toward the Cuban crisis 


On October 22, 1962, at 4:00 r.m., the Presi- 
dent of the United States took to radio 
and television to announce that a quaran- 
tine of Cuba was to be effected in 24 
hours. 
_ The quarantine was aimed at prevent- 
ing Cuba and the USSR from any further 
arming of the island with offensive weapons 
that were regarded by the United States 
as dangerous to its welfare, and to force 
the dismantling of what missiles and nu- 
clear weapons were already assembled. 
Since early morning of the 22nd the mass 
media had informed the American people 
that the President was going to deliver a 
Message of the utmost importance to them. 
At 4:00 p.m, the waiting room of a child 
guidance center was filled with parents 
and children waiting for their usual ap- 
Pointments. A number of parents had 
tought transistor radios with them and, 
PADR the entire group of patients 
istened to a loud broadcast of President 


Kennedy’s speech. In the staff lounge, 
which was equipped with a television set, 
many of the clinic staff assembled for the 
delivery of the message. 

In the days that immediately followed, 
the children of the Los Angeles area were 
exposed to practice air-raid drills, to in- 
structions about where to go and what 
to do in case of a bombing, and to ex- 
planations by teachers and parents about 
the politics and geography of the Cuban 
situation. Their families had been ex- 
posed to the threat of food rationing when 
urged to stock shelves by an Office of Civil 
Defense official. 

What impact does an emergency situa- 
tion like this have on children, especially 
children already so anxious or psychologi- 


Dr. Eiduson is director of research, Reiss-Davis 
Clinic for Child Guidance, Los Angeles, Calif. 

This paper was presented in part at the Annual 
Meeting of the American Orthopsychiatric Associa- 
tion, held in Washington, D. C., in March, 1963. 
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cally disturbed that they are coming for 
help to a psychiatric clinic? It was this 
question that led to the impromptu draw- 
ing up of a research study as the Cuban 
situation began to develop. Only seldom 
does the occasion arise for studying the 
effect and meaning of reality events that 
actually threaten survival itself. We have 
little opportunity, therefore, to know 
whether current events that appear menac- 
ing and stressful to adults are seen as simi- 
larly threatening by children. For this 
reason it is difficult to know how to pre- 
pare children psychologically to face such 
dangers; how to make them aware of poten- 
tial crises or disasters without making them 
too anxious to cope intelligently with these 
crises. 

Much of the information we have about 
children’s reactions to crisis has been de- 
rived mainly from studies done on chil- 
dren evacuated during World War II 
under the threat of bombings. These 
studies have described the kinds of anxie- 
ties stimulated, the subsequent kind of 
emotional reactions elicited, and their 
short and long-term effects (4). In these 
studies, however, the reactions of children 
to danger often involved periods of physi- 
cal separation from their parents; conse- 
quently, it was frequently impossible to 
separate the fears and anxieties about the 
imagined events from actual displacement 
experiences; or from the reaction to the 
disappearance of fathers and men from 
their homes and neighborhoods; or from 
their exposure to frightening noises, fires, 
and crumbling rubble. 

One can only speculate, furthermore, on 
how applicable these studies, done mainly 
on European children, are for American 
children, for few children in the United 
States have ever directly experienced dan- 
gers that have involved direct personal dis- 
placement or threat to life(1). Even dis- 
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cussions of what happened during World 
War II have been reported differently in 
American and in European families. For 
Americans, the distance of 3,000 miles be- 
tween fighting and home has cast such a 
cloak of unreality over the worst horrors, 
that first- and second-hand events seem to 
lose their comparability. 

For all these reasons, psychologists and 
educators have been able to anticipate 
the attitudes or behavior that children 
show to the nuclear threat on the basis of 
only limited observational or experimental 
data. In what recommendations they have 
proffered to parents, they have had to rely 
on general psychological knowledge about 
anxieties that tend to arise characteris- 
tically in children at different developmen- 
tal stages (2). 

The Cuban crisis, however, was a real 
emergency, so real and threatening that 
the danger to the world and mankind was 
shared by the child and everyone else in 
his world. In order to utilize this crisis 
to study how children perceived and re- 
acted to its danger, this research study was 
set in motion, employing whatever chil- 
dren and research resources the moment 
provided. 

In this study we were looking for clues 
that would help us know what children 
understand about what goes on in a trou- 
bling and often confused situation. We 
were looking for ways to understand the 
kinds of anxieties that get stirred up, and 
for any information that might help us 
know how we might best allay these anxie- 
ties so that the children’s rational actions 
would not be neurotically impeded m 
times of stress. With these considerations 
in mind, the study was directed at these 
questions: 

1. How did this group of children per 

ceive the Cuban situation, as evidence 
by the kinds of information about 


the Cuban crisis they brought into 
their therapeutic hours? 

How did the children react to their 
perceptions? 

3. Was there any relationship between 
the accuracy of the information they 
had and their subsequent response 
pattern? 

. Were there any psychological differ- 
ences between those patients who 
brought in some content about the 
current emergency into the therapeu- 
tic hours, ws compared with those who 
did not? 


nr 
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PROCEDURE 
Subjects 


The subjects for the study were all the 
children who, in the course of their every- 
day routine, came to an outpatient child 
guidance clinic during the week of Octo- 
ber 22 for their regular psychotherapeutic 
appointments. These were children who 
had been referred for a multiplicity of 
Psychological problems (see Table 2 for 
elaboration), who had been diagnosed as 
needing psychiatric help for their disturb- 
ances, and who, subsequently, had been 
taken into treatment. While the subjects 
could not be considered a group of normal 
children—which would have permitted 
Wider generalization of findings—the 
choice of patients as subjects had the ad- 
Vantage that these children were intimately 
known by therapists who could discrimi- 
nate between those responses that were 
Senerally characteristic for the child and 
those that seemed to be related to the cur- 
rent emergency. 

All the results reported are based on 
Material produced by 15 children, aged 
6-6 to 17-0, the mean age being 11-3. 
They were patients of 11 therapists on the 
staf of the child guidance clinic. These 
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children were seen for a total of 29 sessions 
during the 4 days of data collection, and 
one or both parents of 5 of the subjects had 
also produced relevant material in sepa- 
rate interviews which were oriented toward 
the children’s problems. Regardless of 
how often the children were seen during 
the period of investigation, each was con- 
sidered as one subject and all material 
produced in that period was considered 
as total relevant data for the child. The 
group of subjects who produced material 
is designated as Group R. 

Another group of 26 children were also 
seen at the clinic for regular interviews 
during this period of study, but they pro- 
duced no data relevant to the current 
events. Because it seemed worthwhile to 
see what psychological features, if any, dis- 
tinguished the group who reported data 
about the crisis in the therapeutic context 
from the group who did not, this group of 
patients, designated as group N, was com- 
pared with R so far as age, sex, intelligence 
level, chief psychological complaints for 
which they were referred to the clinic, 
main defense mechanisms, and diagnosis. 


Data Collection 


When this study was initiated it was 
impossible to state the length of time over 
which data collection should proceed. As 
the shape of events became more evident, 
it was decided to stop the data collection 
on October 26, the end of a four-day 
period. 

A form for recording salient aspects of 
the patient’s response was designed. Ther- 
apists were asked to state: 

1. The child’s comments, reactions and 

fantasies relevant to the current events. 

2. The context at the clinic in which 

these comments or reactions came out; 
as, for example, the first statement on 
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entering the room, or while playing 
with toy soldiers, etc. 

$. The outside or reality context associ- 
ated with the comments or reactions 
as, for example, where the information 
about the Cuban situation was de- 
rived, whether on TV, radio, in the 
car on the way to the clinic, or in 
connection with the school drill. 

4. The emotions associated with the com- 
ments, and some statement about 
whether these emotions were directly 
observed or inferred. 

5.Any related behavior or comments 
that the therapist thought relevant, 
including his response to the commu- 
nication of the patient and the subse- 
quent therapeutic development. 

Therapists were instructed as follows: 


“Some of the staff have informally discussed the 
reactions of clinic children to the current Cuban 
situation, the implications of nuclear testing, the 
A bomb, etc. Some of these have come out in 
fears, anxieties, fantasies about what was going 
to happen, descriptions about how parents and 
teachers were preparing for danger, concerns 
about father going into the army. We would 
like to begin collecting such data more systemati- 
cally; therefore, we are asking each staff member 
to write down any reactions or verbalizations of 
children they see in accordance with the simple 
attached form. 

“Please jot down the data at the conclusion of 
the hour in which it has appeared so that it will 
be fresh in your mind. As you can see, there 
is certain basic information we would like to 
have, but, in addition, if you feel you would 
like to elaborate the comments or reactions of 
the child, do not hesitate to do so. 

“Information such as follow-up behavior, reac- 
tions to handling by staff members, would be of 
interest, We want to know the way children 
who come to the clinic are reacting to the crisis, 
how sensitive they are to what is going on, the 
kind of fears that have been stimulated. We 
are not so interested in how this material is 
handled by the therapist; however, if the child’s 
reaction to your handling was not customary for 
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his behavior, please let us know. He might not 
have been so easily reassured for example, a 
he usually is when fears are expressed; or per 
haps he could not talk about anything else dup 
ing the therapeutic hour, Please do not hesitate 
to write down whatever you think is pertinent 
for our understanding of what the child is telling 


us, even if it does not fit into the columm — 


listed. Any information that parents bring in, 
either in terms of their own anxieties or obser 
vations of their child's behavior, should ale 
be included.” 


RESULTS 


The results are discussed in response to 
the four main questions under study. 
I. Information about the current situa 
tion: 

In order to see how the children 
perceived the Cuban emergency, com- 
ments and questions suggesting the 
kinds of information they had accumu- 
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lated or the questions that had been 


stirred up in their minds by what 
they had heard, were collected. These 
have been recorded verbatim accord: 
ing to major topics. 


A. Current events, what is happening 
today: 


1. “We sank one ship.” 
2.“Castro wants to invade the U.S. and 
destroy it.” 
3.""Missiles are pointed at America; and 
especially they are pointed at Califor 
nia.” d 
4.“We are going to have war with Cuba- 
5. “Cuba's letting Russia bomb us.” 3 
6. “Fathers are being taken into the army. 
7.“People who have been out of the army 
for two months have to go back in right 
away and fight.” 


B. The bomb: 


1.“When the Russians set off the bomb, 
it’s going to make a big blast.” 


2.°The bomb will kill everybody within 
a mile radius.” 

$.“Bombs dropping is different from hav- 
ing a war; in a war there's cannons, guns 
and bows and arrows; I'd rather have 
the war.” 

“If a bomb drops you might get out or 
splintered, but you'd live if there's no 
fallout on you.” 

“What are bomb sites?” 

6."The newspaper shows that there are 
two pictures of bombing, two lines of 
bombing: the first goes all around us, 
that means Philadelphia, New York, 
Washington, but not Los Angeles, and 
the second goes further out to California, 
Oregon and Washington.” 

7."We need to build block bomb shelters 
in case no one’s home when we get 
there.” 


C. Fallout: 


1."Does fallout go inside a house?” 

2."If you get fallout on you, the teacher 
said to go in the house and you can 
wash it right off.” 


D. Politics of the situation: 


1.“Why do we have a war, are we trying 
to get Cuba back or something?” 

2.“Why does Russia give Cuba food and 
things if it can't feed the people they 
have; they're so skinny and everything, 
the Russian people.” 

3.“Khrushchey doesn’t want to start a 
war, neither does Kennedy.” 

4."Khrushchev said he didn't want to be 
sorry later for what he did, so let’s have 
a meeting.” 

5.“Russia might drop the bomb because 
we have rockets in Turkey.” 

6.“I don’t understand why if Russia wins, 
Russia will get to rule the U.S., but if 
we win then we don't rule Russia, we 
just say ‘we won, we won, we won!” 

7."Is Cuba letting Russia bomb us?” 

8.“What is Castro in Russia?” “What 
does he do there?” 

9.“I don’t see why Kennedy doesn't let 
them have guns,” 
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E. War strategy: 
l. "Rossia will win because it's bigger, 
We'll lose.” 


2."What side of us is Rusia on? I can't 
tell because of the way the map is cut 


in half. What way are they coming 
toward u” 


3.”What would happen if a whole bunch 
of ships come at once to the blockade; 
could we stop them and keep them out?” 

4."What will we do with the misiles we 
get—dump them in the ocean?” 


These comments suggest that: (1) there 
are few pertinent areas into which children 
do not probe; (2) the kind of information 
they have reflects a conglomeration of fact 
and error that often makes for loose and 
unreliable pictures of what has taken place, 
what is currently taking place and what 
is likely to happen in the future, 

While it was not possible for us to get 
reliable data on their sources of informa- 
tion, radio and television seem to contrib- 
ute most of their current data, and the 
school provided answers to questions about 
what the news meant, what the implica- 
tions were for the children and their 
families, and gave them specific orders on 
what was to be done under specific cir- 
cumstances. That this latter did not al- 
ways turn out to be the rational response 
intended is evidenced in some verbatim 
recordings of the children’s psychothera- 
peutic interviews that were collected on 
these days. These show how readily teach- 
ers’ own anxieties are communicated to 
their classes. 

Quite coincidentally, a teachers’ institute 
on learning problems was being held at the 
Reiss-Davis Clinic on the evening of Octo- 
ber 23. The questions these teachers raised 
about how to handle the children’s reac- 
tions, and their comments on the respon- 
sible position into which they were put 
in such a situation reflect their own psy- 
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chological conflicts during these trying 
days (5). 


II. Emotional reactions to Cuban situa- 
tion: 


A content analysis of the responses 
gives a description of: (a) The main 
emotions and reaction patterns stimu- 
lated by the Cuban situation; and (b) 
The way children coped with their 
anxieties once these were stirred up. 
Some data also suggest how the chil- 
dren’s behavior at home and in the 
therapy situation was affected. 

The categories in which these data 
were placed are not mutually exclu- 
sive and are dependent more on the 
number of samples of behavior ob- 
tained on each child than on the 
number of subjects. Therefore, the 
frequencies cited do not sum to 16. 
Correlations between: (a) Kind of re- 
sponse to threat; and (b) Ways of 
handling anxieties; and personality 
factors as psychiatric diagnosis, chief 
complaints, or age did not prove sig- 
nificant. 


A. Main response patterns: 


Frequency of 
Occurrence 
1. Anxiety and fears 
a. Vague, diffuse, global 3 


verbalizations: 
(1) “Things look bad;” “There 
will be trouble.” 
b. Specific verbalized anxieties: 8 
(1) Future happenings 
ominous 
(2) Lack of food 
(3) Separation from mother 
(4) Fear of being hurt or 
Killed 
(5) Fear of being beaten, 
losing the war 
c. Nonverbalized anxieties: 3 
(1) Bodily reactions—increased 
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tension, pressure of speech, 
restless movements (differ- 
ent from usual behavior) 
(2) Startle reactions 
(8) Disheveled appearance, 
tense expressions 
2. Guilt reactions: 

a. Because of “prediction” of 

present events 
8. Hallucinations: 

a. "There are soldiers under my 
window” (in response to mo- 
mentary separation from 
mother) 

4. Futility, resignation: 

a. Around value of therapy and 
other valued things or expen- 
sive possessions 

b. Disappointment at not being 
able to grow up (“I wanted 
to be a teenager like my sister 
and get everything I w> ed.") 

5. Enjoyment of fantasied ~ggres- 
sion, elation over anticipated 
events: 


B. Ways of handling anxieties: 


1. Psychological maneuvers: 

a. Intellectual pride in knowing 
about situation, and discuss- 
ing it with adult 

b. Identification with U.S. as a 
country—“we will win” 

c. Identification with U.S. as ag- 
gressor—“we have already 
sunk a ship;” “I beat up 4 
kid at school today who al- 
ways bullied me.” 

d. Bravado reaction 

e. Identification with loser 

f.Denial of anxiety through 
overconcern for others—“Don't 
you want to go to store for 
food?” (Offers to cancel ap- 
pointment to give therapist a 
chance to go to store.) 

2.Behavior reactions involving 
parents: 

a. Compulsive questioning Of 
parents, therapist regarding 
facts 

b. Stimulates parents to more 
protective action 


c Denial, through hatred of 
those (siblings) who report 
news of situation heard on TV 1 

d.Clinging to parents, refusal 
to go to school 3 

3. Reactions in psychotherapy 

a. Regard to therapist's imme- 
diate welfare 1 

b. Intensification of negative 
transferences, resistance to 
coming in—“‘Hope bomb 
strikes you first.” s 

¢. Verbal content or play related 
(more than customarily) to: 
(1) death, dying, killing, bombs 
(2) war equipment 


we 


Ill. Accuracy of information; 


In order to see if there was any re- 
lationship between degree of accuracy 
of information held by a child (accu- 
racy as perceived by the experimenter) 
and the kind of response pattern elic- 
ited, the information produced by the 
subject was rated, idea-by-idea, on a 
three-point rating scale for accuracy. 
An over-all rating of accuracy for each 
subject was then derived by summing 
ratings on his statements. The major 
psychological response pattern of sub- 
jects has been categorized with the ap- 
propriate accuracy rating. 


These findings suggest that when in- 
formation is accurate it is more likely to be 
accompanied by direct expressions of bodily 
or motor manifestations of anxiety, some 
anticipation of the loss of things that are 
Valued, and certain intellectual pride at 
being able to talk with some authority 
about the situation. Partially accurate in- 
formation seems to go along with the need 
for immediate ways of effecting stopgaps 
Or providing temporary relief, fantasies of 
flight, restimulation of such earlier anxie- 
ties as separation anxieties and school 
Phobias, regressions in personal relation- 
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TABLE 1 
Degree of accuracy Reaction Patterns 


1. Startle reaction to noise of 
plane outside. 

2 Intellectual pride at being 
knowledgeable about Cuban 
crisis, 

3. Anxiety as manifested by 
body restlessness, feelings of 
worthlessness about things 
previously valued, 

1.Concern about food; im- 
mediate anxiety about pro- 
vision, who will take care 
of needs, etc. 

2. Flight reaction—wants to 
leave California, wants to 
leave the clinic. 

$. Identification with U.S. as 
the aggressor in verbaliza- 
tions: “What will U.S. do to 
Russia?” and in the case of 
one child, fighting a bully 
at school of whom he for- 
merly was afraid. 

4. Severe school phobia. 

5. Fears of leaving home or 
school separation anxieties. 

6. Outbursts of hatred against 
a brother who brings in in- 
formation. 

7. Denial attempt or displace- 
ment of anxiety through 
overconcem about the ther- 
apist’s having time to get 
food. 

1. Bland and unconcemed. 

2. Gleeful, vague identification 
with aggressor, elated about 
“What a blast it's going to 
be.” 

3. Hallucinations about soldiers 
under the window in re- 
sponse to momentary sepa- 
ration from parents. 

4. Unknown reaction (fears of 
attacks symbolically ex- 
pressed in the context of the 
current therapy). 

1. Development of school pho- 
bia. 

2.Need for food supplies. 


ee 
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1. Accurate 


2. Partial Accuracy 


3. Inaccurate 


4. Unknown 


ships, attempts to deny dangers. One 
technique in this latter regard is to try to 
stir up anxiety in others, with shared 
anxieties being less disturbing than those 
that are privately held. 

Inaccuracy seems to be associated with 
reactions which involve reality testing and 
affect disturbances. Denial of distorted 
material is expressed through over-reaction 
and exaggerated distortion of what is per- 
ceived, and through its symbolic expression. 
It would seem, therefore, that while threat- 
ening information brings direct expression 
of anxiety, it also, if accurate, encourages 
ways to utilize information that is avail- 
able and encourages a desire to get more 
detailed information. As more inaccura- 
cies in perception are found, there seem 
to be more regressive emotional tendencies. 

While we might conjecture that the diag- 
nostic regressive propensities in the sub- 
jects predicted how accurately they would 
perceive material presented to them, this 
was not borne out in comparison of dis- 
order with degree of accuracy of current 
information. We have no way of knowing 
whether or not the subjects themselves 
were aware of how much distortion they 
showed in their perceptions. However, 
since we know that in other psychological 
contexts, subjects who are unable to toler- 
ate the anxieties that come with ambigui- 
ties and gaps in information frequently 
patch these up with partial truths, it is 
quite possible that those children whose 
information was invaded by partial or com- 
plete distortion, found it necessary for their 
own psychological stability to fill out what 
information had been given them with per- 
sonal reactions and fantasies. 

No measures of anxiety-level or toler- 
ance for anxiety were uniformly available 
for all subjects, but it may be that such 
a factor (which is only secondarily sug- 
gested in the reaction patterns in this spe- 
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cific situation) may be critically affecting 
the degree of inaccuracy that we see. It 
should be noted that one assumes here 
that all children were exposed to or had 
available to them a fairly common body of 
relatively undisturbed material, and that 
what they took away from this information 
was a function of their anxieties and their 
personal psychological cognitive and emo- 
tional structures. In any such context, 
where information pours in from a num- 
ber of diverse sources, each of which may 
stress certain facets at the expense of dis- 
torting others, to say nothing of conveying 
actual misleading information, that is at 
best a heuristically-maintained assumption. 


IV. Comparison of Groups (N & R): 


In order to test the assumption that 
the Group R, reporting some reaction 
to the Cuban crisis does not differ 
significantly from Group N (nonre 
porters), the two patient groups were 
compared on the basis of age, LQ. 
sex, complaints for which they were 


referred to the clinic, diagnosis (based — 


on the American Psychiatric Associa- 
tion nomenclature), and chief defense 
mechanism. Data referrable to IQ» 
chief complaints, defense structure, 
and diagnoses were obtained during 
the course of the diagnostic study that 
was routinely done at the time the 
patient made application to the clinic 
for treatment. 


q 


No significant differences between groups i 


were found on the basis of I.Q, 28% 
chief reason for referral or diagnosis. How- 
ever, two variables may be significant 1m 
determining whether or not reference to 
the Cuban Crisis appeared during thera- 
peutic hours. One of these is the sex 
variable. The nonreporting group had 
two-and-one-half times as many boys as 


= 
í 
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Comparison of Groups 
Group R Group N 
A. Chief complaints * 
Aggressive behavior 4 7 
lying, stealing; hyperactive; temper tantrums; defiant 
Neurotic symptom behavior s 6 
encuresis, soiling: learning problem; school phobia; pyromania 
Withdrawn 7 6 
inhibitions; fears; obsessive thoughts 
Psychosomatic disorders 1 s 
headaches; ulcers; asthma; allergy 
Anxiety reactions 0 3 
nightmares; insomnia 
Unusual or atypical development 1 2 
autism 
B. Diagnoses ** 
Code No. Disorder 
22.7 Schizophrenic reactions s 5 
40.4 Psychoneurotic reactions 5 13 
40.0 anxiety; 40.1 dissociative reaction; 40.4 
obsessive-compulsive reaction; 40.5 depressive 
reaction; 40.6 other 
50. Personality pattern disturbance 1 0 
50.1 schizoid personality 
51. Personality trait disturbance 2 5 


51.0 emotionally unstable personality; 51.1 
passive-aggressive personality; 51.8 other 
5A. Transitional situational personality disturbance 4 4 
54.3 adjustment reaction of childhood; 54.38 
conduct disturbance; 54.4 adjustment reaction 
of adolescence 


C Main defense mechanisms 


Denial 4 6 
Reaction formation 1 L) 
Intellectualization 8 x 
Isolation 1 I 
Withdrawal 4 a 
Repression 1 7 
Avoidance 1 3 
D. Age 
Range 6-6 to 17-0 7-5 to 16-0 
Ay 11.3 10.7 
Esx erage (mean) 
Boys 9 24 
Girls 7 3 


> At time of diagnostic study. 
* Diagnostic and Statistical Manual, American Psychiatric Association, 1952. 
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TABLE 3 
Data Comparison of Groups 

Variable x’! dt P 
APA Diagn. label 5.44 5 Approx. .40 
APA 40 vs. all others 1.77? i 3 
Referral symptom <2 
Main defense mechanism 3.74 6 PF. ~t% 
Repression as main de- 

fense vs. all other de- 

fense mechanisms 2.66 1 10 
Sex 6.00 1 015 
Age (below 12; above 12) <1 
Age 4.745 1 “ 38 
Level of LQ. 2.66 2 CaaS | 


LQ. Tabular Data 


Group R Group N 


Mo 115 104 
Me 110 104.5 
x 105.6 106.5 


did the reporting group and less than half 
as many girls. The significance suggested 
by the p level (.015), is further supported 
by the contingency coefficient which equals 
-345 and is highly significant. This result 
may be reflecting the greater social maturity 
of girls as compared to boys at this mean 
age (11.5 years) and which has been noted 
as a general developmental phenomenon. 


It is quite likely that this greater maturity 
makes girls more aware of and sensitive 
to circumstances in the world around them 
and more perceptive of their significance 
and relationship to themselves. Girls also 
are generally more facile verbally, a factor 
which has been thought to condition their 
responsiveness to therapy. Our own verbal 
measures—as in the I.Q. test, for example— 
were not suitable to test the possible dif- 
ferences in the groups’ verbal facility. We 
could not count the words in specific re- 
sponses nor in similar measures of verbal 
fluency since the therapists used individual 
styles of recording references children 
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brought in (3). Also, because all the sub 
jects were psychiatric patients, such com- 
siderations as the quality of the transfer 
ence relationship with the therapist at 
the moment and the content of the com 
flict on which the patient was currently 
working, might influence the amount and 
affective quality of his verbal responsive 
ness. 

In this study, analysis of such variables 
did not seem feasible, but should be care 
fully checked in subsequent research. The 
closeness to significance of one other vari- 
able (approximating p=.10)—that of use 
of repression as the major defense mechan- 
ism, as compared to all other defenses— 
similarly warrants further investigation. 
The tendency for children to keep their 
anxieties from coming to the surface may 
be one of the major ways they keep from 
recognizing troubling situations, and also 
may be related to their not mentioning 
them in therapy. Repression is not usu- 
ally thought to be a very useful defense, 
however, because it encourages closing eyes 
to dangers, rather than mobilizing resources 
to cope with them. 


SUMMARY AND DISCUSSION 


This study illustrates an investigation of 
children’s attitudes and information dur- 
ing a naturally occurring emergency 1 
their lives. The aim was to utilize this 
crisis situation in order to obtain some 
information about how a group of already 
anxious and psychologically distressed 
youngsters would view an impending dis- 
aster that threatened their own lives and 
the lives of everyone important to them, 
and how they would attempt to cope with 
something so overwhelming and so uncon- 
trollable. 

The findings suggest that these children 
absorb many bits of information that seem 


a 

E 

to be unevenly integrated into any con- 
sistent picture of what is transpiring in 
reality; and that this lack of consistency 
{s a fertile ground for further personally- 
expressed distortion. Guilt and depressive 
reactions are stimulated, as well as antici- 
pated fears and anxieties. Even feelings 
of elation appear when certain personal 
needs for massive aggressive action are 
touched off in a large-scale social action 
in a group of which the child is one small 


Tt was not possible to establish any sta- 
tistically significant relationship between 
diagnosis, chief complaints, or other of the 
psychologically relevant variables tested 
d mode of reaction in coping with anx- 
that had been stimulated. However, 
e is clinical confirmation that how 
th and in what way the child identifies 
What goes on—and even recognizes 
ie danger—seems, in specific cases, to be 
nction of his personality makeup and 
More specifically, of the conflicts that 
ightened in him at the moment. 
attempt was made to treat these data 
clinical study, because it would have 
inded more thorough analysis of the 
therapeutic situation, which was 
tting into which responses were 
ht. It was felt that the limited data 
Not warrant such extensive work-up of 
z context in which it appeared, for it 
have necessitated much more evalu- 
ù, Not only of the child and his current 
t erapeutic status, but also of the 
apist and his attitudes and feelings 
the emergency. 
as the teachers, whom we cited 
had anxieties and feelings about the 
an situation that contributed to the 
ay the children responded to the crisis, 
certainly to what they actually did in 
O in those trying days, so the 
S “Piss feelings probably in a more 
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subtle but nevertheless just as unmistakable 
way contributed to how the children re- 
sponded, if they responded at all. I 
feel that in subsequent research, the therapy 
setting could fruitfully be utilized for 
studies on the process of contagion and 
contagious reactions during stress, espe- 
cially when one wanted to explore the 
role of unconscious communication of anx- 
ieties and feelings. 

In this context it should be noted that 
a number of therapists mentioned how the 
Cuban material was merely the immediate 
circumstance for stimulating the under- 
lying anxieties, and often became the re- 
ferent on which a more basic conflict was 
displaced. One therapist suggested, €g, 
that the connotation of “mean man” to 
Castro was the more personally dictated 
projection of an erotically stimulating 
uncle who was playing a vivid role in a 17- 
year-old’s psychological fantasies at the 
time. This highlights the multidetermined 
nature of the patient's reactions (and of all 
nonpatients, child and adult alike, and 
the multiple significances that an outside 
stressful series of events takes on. An- 
other clinically interesting phenomenon 
was evident in different responses that 
two children showed at home and at the 
clinic. In both instances, the behavior at 
home would be classified as more regressed, 
more invaded by anxieties that were dis- 
ruptive. Because we normally think of the 
clinic structure operating as the stimulus 
for greater regression, this reversal is pro- 
vocative and leads us to question the kinds 
of factors in both places that effected it. 

Again, we did not attempt to get more 
complete data on which response pattern 
was temporally precedent, nor whether the 
parental reaction was unusually distraught 
in these two cases, to mention just two of 
a number of possibilities. | However, 
this clinical phenomenon suggests the value 
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of using the therapy situation as a research 
setting when intimate, detailed and multi- 
leveled naturalistic data can contribute to 
the understanding of problems in which 
emotional attitudes and behavioral seque- 
lae of crises and stresses are being assessed. 
The results seem also to have meaning 
for the kind and amount of information 
children should be given at the time stress 
is imminent. Data suggest that: 

(1) The more accurate and integrated 
the information, the more informed 
the child, and the less severe and 
regressed his response pattern; 

(2) Having some accurate comprehension 
of the situation with which he is con- 
fronted can serve to set off the child’s 
own attempts to become more in- 
formed, thus making him use his in- 
tellectual and rational skills at times 
when he is likely to need them the 


most; 
(3) It may be important for different as- 
pects of information about the 


emergency to be provided for chil- 
dren in the different contexts they 
associate with different activities and 
experiences. Parents can be most 
reassuring by providing information 
and support around those facets of 
the crisis that impinge on his normal 
experiences at home, where he will 
eat and sleep, where the members 
of the family will be; the teachers, 
with what the school provides and 
how the crisis will affect what he does 
at school, where he will be, who will 
be in charge, what he will eat at 
lunch; the leaders in Scouts or group 
activities, similarly, and the thera- 
pists, doctors and whomever else he 
contacts regularly in daily life. 

It is quite possible that certain 
kinds of information may prove more 
ameliorative in some situations than 
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others. Especially if consistency of 
experience is aimed at (and of course, 
consistency of information), the 
adults, who provide information for 
the child may each have to take re 
sponsibility for their own sphere of 
influence. 

No attempt is being made to suggest that 
this study is exemplary for method, or 
that its results are of more than pro 
vocative interest. Yet I think its limita 
tions become the compelling reasons for 
more research in this area, From the 
Cuban crisis we know that real threats to 
life do occur unpredictably, and that what 
ever can be done beforehand to prepare 
children to cope with such threats in @ 
rational and intelligent way, may actually 
make a difference in how, and perhaps 
whether, they survive. Therefore, an im 
portant research task is to determine how 
this might best be done. 

Naturally occurring threats of disaster— 
like hurricanes that turn off course unex- 
pectedly or flood dangers that fail to ma: 
terialize—present frequent emergencies 
which may stimulate similar anticipatory 
reactions, as does the threat of nuclear wat. 
They would seem to offer suitable ground 
for studying how people respond to anu 
ipated stress and how effective different 
kinds of emotional and intellectual devices 
are in alleviating some of the fears and 
panic that inhibit constructive action. 

The problem of modulating anxietié 
so that they are severe enough to permit 
recognition of danger when it hovers, and 


| 


yet moderate enough to permit some rar 


tional planning and action, is known to be 
one of the greatest psychological problems 
that every individual faces. Perhaps one 
can approach it by testing out children‘ 
reactions to various kinds and amounts © 
interpretation and information in Co% 
texts where the actual survival threats 7° 


at least partly abated. This demands, 
however, preparation of research projects 
in advance, projects that are designed to 
be immediately operational when a crisis 
first rears its potentially disastrous head. 
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Interviewing techniques for 
social work student training 


A review of the literature concerning case- 
work interviewing techniques reveals a 
paucity of material. What is available is 
not interwoven into the over-all casework 
process. In addition, each student for years 
has become familiar only with those inter- 
viewing techniques which his supervisor 
has “highlighted.” 

This is realistic since it is impossible to 
become acquainted with all the numerous 
techniques available during the training 
period, It is even more unrealistic to ex- 
pect the student to master more than a few 
techniques, since this is accomplished only 
through additional professional experience. 

The authors, through their years of 


Mr. Alpine, Mr. Chester and Mr. Kaufman are 
clinical social workers; Mr. Matsumuro is super- 
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supervising students and attending super 
visory seminars and professional meetings 
became aware that nowhere were tech 
niques written down in a meaningful man- 
ner. There were no explanations that 
could be understood and defined outside 
of the ongoing casework process itself. 
They further realized that the interviewing 
techniques with which each student be 
came familiar varied from supervisor tO 
supervisor. After months of attempting 
to separate techniques from process, they 
felt that the time had arrived to put into 
writing their progress to date. They 1e 
alize this is not an exhaustive listing of 
techniques, but from their viewpoint these 
techniques are the ones most commonly 
used. They realize there is a danger that 
the student may use these techniques 1- 
appropriately. However, they are offered 
as a basis for a “take-off” discussion with 
the supervisor. 


‘Phe authors think that the basic task 
of the student caseworker is to learn the 
] techniques which help him to create that 
| aie relationship experience wherein 
othe client is enabled to participate in an 
ongoing, selfhelping process. The case- 

work interview is a basic tool of this help- 
} 


fing process, and in the following pages 
varied techniques of interviewing are of- 


“ing the student’s consideration in his 
process. 

_ Casework interviews may be conducted 
On several levels, dependent upon the stu- 
‘dent's focus, the client's need and ability 
desire to give of himself, and the pur- 
of the agency. Interviews serve to 
necessary factual information to clients, 
this information the clients are then 
‘to follow through on treatment plans 
OF to accept referrals to the proper agency 
Service. Interviews also serve as a 
of gathering data for future diag- 
interpretation and treatment plan- 
g. Clients are often fearful of reveal- 
information. They may also be forget- 
Or unaware that certain information is 
portant. In such interviews the stu- 
§ skill and sensitivity in probing and 
ng increases the knowledge gained 
it the over-all case situation. 

iews are dynamic, one-to-one, thera- 
climes wherein the client, through 
onship with the student, is helped 
¥ and modify those aspects of per- 
behavior that have helped create his 
n. Many techniques will be un- 
to the student, but he should make 
it to learn as many as possible. He 
uti ned not to use unfamiliar tech- 
indiscriminately. He is further 
that it is important that the 
8 of an interview be a positive one 
client will not keep subsequent ap- 
i itments and treatment never begins. 


Social work student training 


ALPINE, CHESTER, KAUFMAN, MATSUMURO AND CUNNINGHAM 


TECHNIQUES TO BE USED IN 
THE BEGINNING 


Setting the client at ease: One of the most 
helpful techniques to remember is to be 
a human being. Be relaxed. Any tense- 
ness on your part will be sensed by the 
client. Be sure to introduce yourself. If 
it is a nice, bright day, say so. If the 
weather is terrible, say so. If the client 
has come to you, request that he explain 
in his own words what he sees as his prob- 
lem or situation, or how and what services 
he expects. If you have requested the ap- 
pointment, explain to him why the inter- 
view is being held. Thus, in the beginning 
the client knows he is a participant in the 
treatment process and that his thinking and 
feelings are important. 


Exploring in a meaningful manner: Let 
the client know you want to help by ask- 
ing pertinent questions. To relieve his 
anxiety, share with him the purpose of 
the interview. Have a purpose for each 
question you ask. Clarify where there is 
doubt as to the meaning of what the client 
says. 


Listening: Listen to the tone of voice and 
note the manner of speaking, as well as 
noting the exact words said. By listening, 
you are less apt to draw erroneous conclu- 
sions or cut off the client so that meaning- 
ful material does not come out. 


Silence: Although this appears an easy 
technique to master, it is not. It can be 
used to give the client enough time to 
muster his own thoughts. It can be help- 
ful to the student, preventing his speaking 
too soon or jumping to a conclusion. It 
can lead to empathy. It can be agonizing 
to both the client and the student. 


Summarizing: Periodically summarize what 
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is said to help crystallize your own think- 
ing, as well as the client's. 


Structure the interview: Once treatment 
starts, the use of time can be an important 
technique in the casework process. Any 
attempt by the client to leave early or to 
prolong the session may be meaningful be- 
havior. If so, it can be dealt with. The 
student should feel free to accept this fact 
and not be bound to keep the client longer 
than necessary and thus create undue anx- 
iety for the client himself. 


Convey interest: The student can do this 
by the tone of voice he uses, his facial ex- 
pression, gesture, posture, attentiveness. 
Remember that the client is human and 
that you should treat him as such, Neg- 
lecting to get across your warmth, accept- 
ance and understanding makes the case- 
worker's job more difficult because of the 
resistance it usually creates, 

The above-mentioned techniques are 
means of letting clients know that you are 
trying to help. These also help the stu- 
dent in setting goals and formulating treat- 
ment plans for the client. Summarizing 
the interview focuses on the progress made 
and helps the client to see where he is. 
Whether to focus on immediate or long- 
range goals is a decision which varies with 
agency purpose, expectations of the client, 
the student’s techniques and the client’s 
level of functioning. 

However, it is important to have a com- 
mon goal on which the worker and client 
can focus and attempt to attain, This 
results in the client's being willing to ac- 
cept treatment through an ongoing case- 
work relationship. How successful on- 
going casework treatment is depends upon 
the student, the interviewing techniques 
used and the client's ability to accept help. 
In order to secure meaningful, workable 
information about the client’s social and 


128 


emotional life, the student needs a method 
of having the client reveal specific infor 
mation in order to diagnose and treat, 

It should be kept in mind that the case 
work process is in a constant state 
flux, and that we always need to 
areas of anxiety and difficulties, as well af 
the patient’s resourcefulness and strength 
This helps to set the casework treatment 
as a two-way process of effecting the client's 
ability to handle and verbalize about hif 
problems, and allowing ourselves to be 
affected by the impact of his dificulti 
so that we can think with empathy. 


TECHNIQUES TO USE 

DURING TREATMENT 

The group of techniques in this area of 
interviewing activity can be defined as help- 
ing the patient to concentrate on the 
vant aspects of his conflict (internal) and 
problems (external). Also, the complement 
of this process is to help the client let g0 
of the irrelevant (symptoms) misdirection 
confusion, etc., in order to grasp the fi 
meaning of this difficulties. 


Allow the client to tell his own story: Trý 
to structure the interview so that you an 
find out from the client why he is seeing 
you and what the circumstances are waa 
led to his request or need for help. This 
is of diagnostic value in terms of telling 
you how a client views people and prob- 
lems, and also what his perceptual distor” 
tions and blank spots are. If you reques 

to see the client, after you have explained 
your reason, let him relate in his oW® 
words his thinking and guilt. 


Reinterpret what the client says: Rein- 
terpret what the client says so that you 
can gauge his capacity to view the pro 
lem with a different slant. This will 
you about the client’s flexibility of ego 
and help you to determine a mutua 
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upon area of concentration. Other- 
wise, uncalled confusion and resistance may 
crop up. 
Avoid generalization and particularize the 
problem with the client: Ask for a specific 
example of what the client means, You 
can thus get a better idea of the client's 
feelings as he relates the story and what part 
he or others play in the difficulties, Gen- 
eralization can often serve to avoid prob- 
lems and portray a fatalistic attitude, Peo- 
ple usually have specific feelings about a 
problem in spite of their denial. For 
instance, you can ask, “At whom were 
_ You angry, and about what?” 


Universalize or use analogy: When neces- 
sary and appropriately used, this is a way 
of adding humor to a situation or taking 
the onus out of the client's catastrophies. 
For example, one might tell the client an 
incident or story about other people. 


Repeating the last word of the sentence: 
Do this with an inflection of a question. 
This is a way of avoiding a cross-examina- 
tion kind of tone in the interview. 

“Oh!” 

This can be uttered in such a way as 
to indicate to a client that he should talk 
More or explain more fully. 


Use a puzzled or questioning facial expres- 

i sion: This is used to indicate to the client 
that what he has said is not understood 

and that further clarification is needed. 


Never agree with or attack a client’s dis- 
tortion: A dlient’s prejudice or distorted 
perception usually serves a purpose for 

mental equilibrium, The student 
should inquire into the background history 
of the prejudice or distortion so as to un- 
pean why the client is the way he is. 
_ ~snerally, the student never directly at- 


iks or agrees with a client's prejudice or 
~ distortions, 


Say words the client has been hinting at 
but needs license to use: This will help 
to break down resistance the client may 
have in discussing difficulties. 

Avoid stereotyped responses: Such re- 
sponses usually lead up a blind alley. They 
do not help the patient to think more 
flexibly. They may also be a sign of your 
own anxiety prejudice. Repeatedly ask- 
ing “How do you feel about it,” “think 
about it” and “Aha” can be frustrating 
to the client and create the feeling that 
the student is avoiding the issue or prob- 
lem with the client. 

Avoid being stingy about advice: Give 
advice and information if the client is 
specifically asking for it. However, try 
to get him to talk about what he really 
may be wanting to say or know, He may 
be knowingly or unknowingly requesting 
something more than advice, and the stu- 
dent should be aware of it. 


Be alert to one-word answers: When the 
client uses the word “upset” or “nervous” 
what emotional significance does this have 
for him. Does he mean he is losing con- 
trol of himself? Is he fearful of being 
harmed by his fellow man? Is he indicat- 
ing incoherence and helplessness, or is he 
blocking? He may not be clear himself 
as to what he does mean. The student 
should help him clarify. 

Set the stage for a dialogue: Explore with 
the client what he reports. For example, 
“What did she say” and “What did you 
say,” until the event in its entirety is clari- 
fied. 

Be careful when asking for explanations 
of behavior: Such statements as “Why did 
you do that” may put the client on the 
defensive. 

Avoid moralizing or overidentifying: Avoid 
moralizing or overidentifying with the hos- 
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pital administrative procedure or the 
agency structure. When hearing about an 
injustice done to a fellow patient or client, 
don’t jump to the defense or explain why 
this is done. Open the door for further 
communication by saying “I feel that you 
don’t like the way it was handled; Can 
you tell me more about the way it affects 
you?” The client may be expressing sig- 
nificant feelings or attitudes about author- 
ity or dependency needs. 


Motivating: These interviewing techniques 
are used to try to help the client to in- 
crease his desire for helping himself. 


Explaining: This technique is the use of 
the student's professional awareness of per- 
son situation configuration and his use of 
this knowledge to help the client gain un- 
derstanding and control of his total situ- 
ation. 


Clarifying: This is helping the client to 
see his distortions and destructive use of 
self which operate on a conscious or pre- 
conscious level and to see his responsibili- 
ties for functioning in relation to his social 
problems. This of course has to be done 
partially with one attitude at a time and 
repeatedly done as it crops up in different 
situations. For example, when the client 
states that he always gives in to his wife 
or father, he may have previously stated 
in relation to others that unless you give 
in to people or help them, then they don’t 
do anything for you. It becomes a stu- 
dent’s job to help him see what reaction 
he has to it, such as later taking a drink 
or “blowing his top.” 


TECHNIQUES TO USE 
DURING TERMINATION 


The following interviewing techniques are 
suggested for use in ending an interview 
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and/or termination of treatment which has 
encompassed many interviews: 


Summarize: Try to end interviews by sum- 
marizing the material covered, particularly 
when concrete material is covered. For 
example: referral, things to do, action to 
take. The emotionally charged niateri 
need not be summarized. Ask the cliént 
to think about new material untif®the | 
next interview. If new material does not 
penetrate (for example, denial of feelings 
of hostility and aggravating situations), ask 
the client to keep it in mind when 
situation arises again, and to discuss it 
again in the next interview. 


Ask the client if he has any questions: 
This is a culturally developed means of 
termination, as we all know that questions 
come last. 


Walk toward the door after the summary: 
This is generally considered rude. Do 
not do this unless all else fails. Walking 
to the door is a strong indication of end- 
ing the interview, and may be resorted to 
only with the most stubborn client who 
refuses to leave. 4 


Prepare client for termination: Long treat l 
ment interviews are not fruitful. There 
is a limit on how much emotional material 
can be covered in an hour, and extended 
interviews are largely a waste of time. 
Watch the time and start preparing the 
client for termination 10 minutes earlier. 
Start going over previous material as # 
means of summary and do not go into new 
material. 


Separation anxiety: Usually this is best 
handled by preparing the client well 1 
advance for separation. Bring up the sub- 
ject of termination four to six interviews 
before actual termination, Thus, the 
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» cliént has a chance to work through the 
anxiety of termination. 


Leave the door open for future contacts: 
Try to handle termination so the client 
does not feel abandoned or that termina- 
tion is final. You might terminate on a 
positive note of progress and competency, 
‘that he can function alone, but also assur- 

» ing him that he may come back to the 
agency or that the agency will be ready 
to accept him again. 


The varied methods and techniques of 
interviewing offered in this article were 
not meant to be all-inclusive. However, 
it is hoped that the student's learning 
process will be more meaningful when he 
sees these techniques and explanations. 
This is our attempt to catalogue interview- 
ing techniques commonly used in daily 
practice. It is hoped that this article will 
stimulate others to compile further tech- 
niques. 
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| There is much to be said in favor of the 
teacher and the doctor of a generation ago. 
The one-room schoolhouse may now be 
a charming antique shop and the one-horse 
shay may be dusted off for a nostalgic ride, 
but the resourcefulness of the country 
teacher and doctor are qualities we might 
well re-examine in light of present-day 
practices. 

In education, in particular, increasing 
specialization has become a mixed blessing. 
Today the teacher no longer works in pro- 
fessional isolation, because a broader con- 
cept of education has led to an increase in 
the number of specialists who have no di- 
rect responsibility in the teaching process. 

We now find in our schools persons who 
are exclusively concerned with curriculum 
planning, adult and community education, 
education for the physically and emotion- 


Mr. Schiffer is consultant, Bureau of Educational 
and Vocational Guidance, Board of Education of 
the City of New York, N. Y. 
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ally handicapped, mental health specialists 
and others. While this may have signifi 
cantly altered educational practices, it has 
also taken a toll of teacher initiative and 
independence of functioning. k 
We must become more concerned with 
the effects of such specialized resources on 
teachers, particularly in the area of child 
guidance. It is this writer's opinion that 
the teacher's self-image, her competence 
and capacity to work independently in 
many problem areas are being diluted by 
guidance counselors, social workers, psy 
chiatrists and psychologists. This is taking 
place through failure to recognize the fae 
that the teacher is actually or potentially 
a more significant person with children 
than the counselor, social worker, êt al. 
Further, since the teachers will alway) 
be involved in daily relationships wi 
many more children, it behooves the spe 
cialists to re-examine their present Mê 
to determine whether they might not 


better advised to concentrate most of their 

sorts to help children by working through 
the teachers. In large urban centers in 
particular, mental health specialists within 
Schools are fighting a losing battle because 
‘of the overwhelming numbers of children 
o need more than the three R's to fortify 
Ives. If we continue to use our spe- 
services within schools as we are doing 
present—through traditional practices 
on atypical, individual children— 
then we had best be prepared to hire more 
becialists than teachers! 

Child guidance specialists in schools 
ave unwittingly weakened the efficiency 
teachers, while developing their own 
Ofessional identities. This need for 
identity has also led to barriers in com- 
Winication and an unhealthy compart- 
entalization of professional services. 

mewhat like medical practice, it is as 
it we have arbitrarily assigned some edu- 
fitional functions to different specialists 
“Schools, This may be important in 
edicine but it has questionable merit in 
ducation. 

‘Child guidance, as a holistic, meaning- 
mi process, is the primary responsibility 
the teacher and not the specialist. The 
Ptions are those children who are 
itively diagnosed as emotionally dis- 
Urbed and who will require psychotherapy. 
wui¢ance is an integral part of meaningful 
“ationships of children and teachers and, 
aS such, is part of the natural “life” proc- 
sses of classrooms. 

When the guidance counselor works with 
Mildren in situations which the teacher 
sould herself manage with advice and sug- 
& techniques, who is being helped? 
ainly not the teacher, who, despite her 
mentary gratitude, grows less efficient 
à time a specialist does for her what she 
have been able to work through 
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Guidance is a specialization of recent 
vintage and the counselor's struggle for 
identity is unusually difficult because guid- 
ance itself has not been adequately defined. 
This is also true, to some extent of so- 
cial work psychological and psychiatric 
practice within schools, Because guidance 
today is more concerned with developmen- 
tal and emotional problems of children 
than with educational and vocational mat- 
ters, communication between teachers and 
counselors is mainly in terms of exceptional 
children who have been referred for help. 

Counselors are partially responsible for 
this because they have “purchased” profes- 
sional harmony by permitting themselves 
to be used with poor discrimination by 
teachers and school administrators. It has 
evidently helped counselors in their search 
for professional identity to use practices 
borrowed from related fields of social work 
and psychology. 

Perhaps this is one of the reasons for 
friction between counselors and clinicians, 
who are jealous of their own identities, 
which have become tradition-bound. The 
counselor seems to be neither fish nor fowl, 
but rather an amorphous type of mental 
health worker with an image cast some- 
where between a therapeutic teacher and 
a clinician. It appears likely that the 
future specialist in child guidance in 
schools will be a mental health worker 
who has had a basic training in education 
and in other areas of mental health prac- 
tice. 
Too many teachers feel that they need 
not come to grips with some child prob- 
lems because they deem it to be the respon- 
sibility of the counselor, who has had spe- 
cial training. In other cases, the teacher 
is all too willing to surrender responsibility 
because she feels overburdened. The lan- 
guage of the referral is often the strongest 
evidence of teacher capitulation to special- 
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ization: “What can you do with him?” or 
“Please take him off my hands.” When 
an excessive number of children are being 
referred by teachers it becomes an acknowl- 
edgment of failure or inability to cope with 
pupil problems. For whatever reasons, the 
teacher who makes many referrals rein- 
forces the awareness of her class of her 
failure and diminishes her potential with 
the group. 

Education is, or should be, an integra- 
tive experience in which subject content, 
social learning and ego maturation are 
considered primary and equivalent goals. 
Present-day emphasis on achievement, pro- 
grams to accelerate the learning process 
in high schools and colleges, highly selec- 
tive examining procedures to discover the 
intellectual elite and mechanical teachers 
have given unhealthy impetus to special- 
ization in education, to the detriment of 
a broader concept of democratic education 
and to the image of the teacher. This is 
particularly true in education below the 
college level. Adequate education of the 
majority may yet prove more valuable to 
society than selective education of the 
gifted, although we should not have need 
to make a choice between them. 

Supplemental services within schools 
should not be permitted to develop into 
replacement services. The classroom as a 
subsociety and an experiential setting for 
multiple levels of learning cannot be sub- 
stituted for by the counselor's office. The 
teacher is a psychological part of the group 
and the counselor cannot substitute for her. 
For young children the teacher is a parent 
surrogate; older children react toward her 
in more complicated fashion. For them 
the teacher symbolizes several forces in 
transition and necessary for normal ego 


1E.g., Junior Guidance Classes, Board of Educa- 
tion, New York City. 
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development; eg, parent-teacher-adult- 
society (all symbols of superego integra- 
tion). 

To the extent that guidance assumes re 
sponsibility for more and more children 
through benign usurpation of teacher iden- 
tity and function, so much does the ch. 
ciency of the teacher diminish in the 
process. If guidance defends some of its 
practices by asserting that children need 
help because some teachers are inadequate, 
it is a rationalization or it is begging the 
question. Guidance cannot claim an iden- 
tity based on the weaknesses in teacher 
training by colleges, faults in teacher selec 
tion or failures within classrooms. 

Whether the teacher works in optimal 
or marginal capacity, she is inextricably 
involved on conscious and unconscious 
levels in a large part of the daily lives of 
children. As time goes on the teacher 
develops a self-concept of her role and her 
relationships with children. This is at 
identity need with important sublimative 
force which will, hopefully, fortify her 
during her professional career. Teachers 
like all persons, are more secure when they 
feel adequate to the demands of their jobs. 
Human nature being what it is, self-evalu- 
ation tends to obscure personal and pre 
fessional inadequacies. On the other hand, 
a sense of adequacy is not enhanced when 
the teacher is encouraged to have others 
deal with child problems which should 
be within her own capacity. 

For all children school is a “proving 
ground” for ego capacity. Successes and 
failures in social adjustment become s 
dent early in school life. The school 1$ 
also a protective setting which promote 
continuing maturation in normal develop- 
ment and also has much therapeutic poten 
tial for exceptional children? Child prob- 
lems in school may be grossly classified a5 
aggressive acting out or withdrawal, W! 
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or without failures in academic achieve- 
ment. Acting out children are referred to 
counselors with greater frequency than 
withdrawn children, who are very often 
marked “A” in conduct for symptomatic 
behavior! Despite the differences, both 
problem types have a common factor, Each 
represents a failure in social adjustment. 
Continuing failure in school, either social, 
academic or both, wreaks havoc with 
growing personalities. 

Many disturbed children could be ex- 
pected to make some effective adjustment 
to the stresses of family and community, 
but they deteriorate rapidly when their 
frustration tolerances are repetitively ex- 
ceeded through inadequacies in educational 
practices. 

Teachers, not specialists, bear primary 
responsibility for the learning and growth 
experiences of children. Child success or 
failure can be understood clearly only when 
examined vis-à-vis the dynamic processes 
within the group. And within the group 
the teacher's role is psychologically a for- 
midable one. Within the frame of refer- 
ence of the school and classroom there can 
_ be no adequate substitute for the teacher. 
Only when the counselor assumes respon- 
sibility for both guidance and learning 
an she do justice to the needs of children. 

Children are quite pragmatic; they need 
Success in the very setting where they have 
‘perienced frustration and failure. One- 
toone relationships in the counseling proc- 
supportive value, but this is pal- 

itive if it does not lead to subsequent 
a within the group. Further, young 
eat i are markedly resistive to intellec- 
Eemia at helping them “un- 
concerned Ge problems. | They are more 
ee with experiential processes and 
ae ot comin nae 
Within rite actions. Positive experience 

class and relationship with the 
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teacher are “naturalistic” modalities of 
guidance, more important to the child than 
that which is built in the protected setting 
of the counselor's office and in the unique- 
ness of the one-to-one relationship. 

The school and classroom parallel all 
social forces found in the larger commu- 
nity. This is its enormous potential as 
an educational force. The group is con- 
stantly exposed to standards set for them 
deliberately or fortuitously. Of course it 
is important for the teacher to be cognizant 
of the value systems of her children, which, 
in turn, are dependent on common factors 
of psychological growth and unique factors 
of cultural and ethnic differences. The 
teacher who uncompromisingly attempts 
to foist standards upon a group (which 
is foreign to her value system) without 
allowing sufficient time for new learning 
experiences, only induces confusion and 
sometimes rebelliousness. The counselor 
can certainly make a major contribution 
by sensitizing teachers to their important 
roles in the group process. 

What should the role of the counselor 
be? There are some who question al- 
together the need for guidance counselors 
in elementary schools but do accept them 
readily in junior and senior high schools. 
This viewpoint is limited since it does 
disservice to progressive education and 
overlooks the emotional quotient in child 
development. Resistance to counselors in 
elementary schools becomes incomprehen- 
sible because the psychological problems of 
child development are far more important 
than those which follow. As a matter of 
fact, they are markedly influential in de- 
termining the problems that will arise in 
adolescence. The important question is 
not whether the counselor is needed in 
elementary school, but rather how she can 
work most efficiently in the interests of 
children. 
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As a general practice the counselor should 
work with teachers to further their knowl- 
edge of child behavior and group inter- 
action and to help them acquire additional 
skills. In this sense the counselor becomes 
a teacher specialist, not a child specialist. 
Both must evolve an understanding of and 
a mutual respect for each other's profes- 
sional responsibilities in the educational 
process. 

A professional identity cannot be gained 
by “soliciting” acceptance from teachers 
through unrealistic approaches which dis- 
tort or abort effective guidance practice. 
An example of this was demonstrated by 
a counselor, who somewhat pridefully re- 
ported: “My office door is like a revolving 
door. Kids are referred all day long.” 
When asked how she hoped to provide 
for these “problems,” she shrugged her 
shoulders helplessly. When asked why 
she did not attempt to stop this indiscrimi- 
nate practice, she expressed concern as to 
whether her “relationships” with the teach- 
ers might not suffer as a consequence. 
Since the real measure of service by 
teachers or counselors is whether children 
profit from it, it is questionable whether 
such teacher-counselor relationships have 
any value for teachers, counselors or 
children. 

Counselors can do much to fill the gaps 
left in teacher training in child psychology 
by colleges and universities which is note- 
worthy only for its relative absence in the 
curricula. More stress is placed on teach- 
ing skills and subject content than on the 
substance of child personality and develop- 
ment. No real effort is directed toward 
helping teachers understand the psycho- 
logical forces present in groups. 

Guidance specialization is a recent de- 
velopment. School systems have been pri- 
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marily concerned with acquiring guidance 
personnel and belatedly, or not at all com 
cerned with defining its philosophy and 
practice. Before habituation solidifies this 
professional specialty and leaves it lew 
vulnerable to experimentation and objec 
tive evaluation, it should be studied for 
present credits and debits so that it will 
have a happier adolescence. Through 
continued study, counselors, teachers and 
school administrators must work out an 
acceptable concept of guidance and the 
differential responsibilities of counselors 
and teachers. The counselor must become 
aware that she is a consultant specialist 
more than she is a child service specialist, 
that she should be primarily concerned 
with supplementing the teacher, not Te 
placing her. 

Administrators and instructors in guid- 
ance have a broader responsibility in 
defining guidance practices. Acceptable 
concepts in guidance should become uni 
versally acceptable in schools and never 
“tailor-made” to fit the individualism of 
a school administrator who may have his 
own unique concept of the meaning 
guidance. If we require something t0 
guide us in selecting values, we need only 
be mindful of the needs of children. 

Guidance must start with primary com 
cepts, for without them it becomes dificult 
to evaluate experience and derive sensible 
meanings. Empirical procedures are sult 
able only when other procedures are un 
available. Guidance may not have © 
comfortable assurance of the architect with 
his definitive blueprint, but there is "o 
reason why it cannot produce a reasona 
facsimile which is based on concepts # 
philosophy. : 

A short article such as this cannot hop 
to do more than focus on some practices 
which have strong effects in determin 
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the respective responsibilities of teachers 
and counselors. Some practical methods 
are suggested, through which counselors 
can effectuate responsible guidance prac- 
tices. 

The counselor should avoid becoming 
involved with problems which in her judg- 
ment could be adequately handled by 
teachers. When a direct referral is indi- 
cated it should be always discussed with 
the teacher in advance. “Walk-in” ref- 
errals of children should not be accepted. 
This refers to children who have never 
been seen before by the counselor who 
have no appointment, about whom there 
has been no prior discussion, Are they to 
be considered “emergency” referrals? An 
emergency situation by definition is one in 
which urgency is required to avoid serious 
and immediate consequences. Counselors 
are not guidance “firemen.” If they see 
fit to cultivate such practices they cannot 
subsequently blame teachers for the deluge 
which follows. 

Teachers should be asked for anecdotal 
and other documented information. The 
ntent of written material is generally less 
Subjective than referrals made verbally, and 
often impulsively, at times when acting out 
behavior of children has made teachers 
more vulnerable to affective stimuli. For 
ete it may help to have referrals clear 
oe ugh a school administrator, particu- 

Y when referral practices in the past 

€ been indiscriminate. If it becomes 
ag to refer to a clinical agency, the 
into E should be kept informed of the 
tion which is exchanged between 

= E No teacher should be 
Tss able for failure to implement 
ea mmendation which has not been 

“quately explained to her. 

. "E question of confidentiality is some- 

€s involved with information of an 


unusual nature and the counselor may 
have to withhold information. However, 
this should be exceptional practice, not 
the rule. The teacher who has made a 
referral in good faith should be considered 
professionally privileged to have informa- 
tion which will enhance her efforts with 
a particular child and family. Teachers 
must be helped in using information with 
discretion and held accountable for misuse 
of confidential information. 

Contacts with most parents should be 
initiated and maintained by teachers and 
the counselor should become involved only 
when the teacher needs advice or when a 
referral is agreed upon. This decision 
should be made when it becomes obvious 
that communication between the parent 
and the teacher is insufficient to deal with 
the elements of the problem. At all times 
the counselor should be available to aid 
teachers with interviewing techniques and 
other information to promote effective par- 
ent-teacher communication. 

There are times when the counselor may 
wish to demonstrate special techniques for 
teachers in classrooms. It is generally a 
good idea to hold such demonstrations 
before a group of teachers to provide for 
later fruitful discussion. In doing demon- 
strations in classrooms it is advisable not 
to use the class of any teacher in the ob- 
server group. The most effective demon- 
stration defeats its purpose when the 
teacher is supplanted by the counselor. 
Children, young ones in particular, need 
to feel that their teacher is competent in 
all areas of communication with them and 
does not require a professional “John 
Alden” just because a particular lesson is 
different from long division or reading. 

Guidance seems to have a need to use 
“gimmicks” and specialized practices from 
other disciplines. Highly specialized tech- 
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niques such as sociodrama and role playing, 
among others, are for other settings, not 
for the classroom. Too much of present 
practice in guidance, by both teachers and 
counselors, is artificial, “manufactured.” 
What teachers and counselors do need is 
observation acuity to understand the dra- 
matic language of normal behavior in 
group life, and skills to use this knowl- 
edge in the service of the ongoing learning 
and guidance processes. These are the 
forces which demand increased perceptiv- 
ity, understanding and sensitive utilization. 
The teacher needs help in learning how to 
use the life material of the group in the 
learning process. Here indeed is a fruitful 
area of exploration for the teacher-coun- 
selor team. 
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SUMMARY 


The teacher is more significant in leare 
ing and guidance practices with childres 
in elementary schools than is the counselor, 
Specialization within schools has had the 
effect of diluting the teacher image and 
making her more dependent in areas where 
she should be proficient. Guidance has 
been partially responsible for this because 
it has taken over into specialization many 
functions which belong to the practitioner. 
This has resulted from a need to develop 
a professional identity and also from a 
mechanistic, unimaginative concept of the 
meanings of guidance. Guidance is needed 
at all school levels but its functions must be 
re-examined so that counselors can work 
more efficiently in the interests of children. 


a 


GURSTON D. GOLDIN, M.D. 


Role of the psychiatrist in the 
structure of court services 


As judicial regulatory activity penetrates 
increasingly into the sphere of social reor- 
ganization and human relationships, a 
number of complex and obstinate issues 
become increasingly insistent in our con- 
sideration of public policy and social con- 
trol on the one hand and personal values 
and individual needs on the other. 
am ko r situation, psychiatric consulta- 
iain: constitute a significant CO- 
“y ee in the structure of court services 
rA mote the fulfillment of the social 
Ponsibilities of the court. 
Sey leg sophisticated clinician recog- 
iate: is a number of complex and ob- 
iian. m criminal and family law 
problems ty point up difficult and abrasive 
vidual ae the relationship between indi- 
five a. and social control? 
the ‘Shh aa considered adequately 
Win, tering ip between psychiatry and 
of the relevant contributions 


psychiatry might make to the problems 
and interests of the law as an instrument 
of social regulation, social control and so- 
cial reorganization? 

Since the central responsibility in a 
court inevitably devolves upon its judges, 
who act under a legal mandate, the psy- 
chiatrist working in such a setting serves 
as a consultant in what may be character- 
ized as an agency of public welfare, with 
compellable features of operation. Leaving 
aside the fact-finding functions of the jury 
in criminal proceedings, it is the judge 
who has the authority to make the ultimate 
finding with regard to the issues brought 
before the court, and to make a disposi- 
tion in terms of a choice among a range 
of alternatives. 

The psychiatrist is but one of a number 


a a E AA 
Dr. Goldin is instructor in psychiatry, Columbia 
University College of Physicians and Surgeons, 
New York, N. Y. 
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of highly trained professional personnel 
whose expert opinion may be consulted 
by the court with respect to the disposition 
to be granted in each individual case. 
Thus the issue of disposition, which is the 
exclusive responsibility of the judiciary 
in our system of justice, emerges as the 
crucial social decision-making operation 
for our consideration as psychiatrists. Have 
clinicians been adequately aware of the 
range of dispositions available when they 
become actors in this social drama? Have 
they fully appreciated the dilemma in- 
herent in the social confrontation that is 
a courtroom procedure, with the inevitable 
clash at times between the apparent inter- 
ests of the community and its traditional 
policies and attitudes and the private per- 
sonal needs of any individual? 

The social and criminal courts are in- 
volved in a number of these significant 
and complex social decision-making opera- 
tions. When the social courts intervene 
in an area traditionally reserved to private 
discretion and responsibility, such as the 
family, they do so with the guiding prin- 
ciple that their decisions be “in the best 
interest of the child.” What indeed are 
the “best interests” of a child? Who shall 
be entrusted with this determination—the 
natural parents, social agencies, regulatory 
commissions, administrative tribunals, the 
conventional judicial processes; and what 
value system shall be considered as con- 
trolling? 

Recognizing the paramount interest of 
the community in preserving the integrity 
and stability of the family, what are the 
circumstances under which the state, acting 
through one of its instrumentalities, should 
intervene in family relationships and situa- 
tions in order to establish or nourish or 
reorganize this fundamental unit of the 
social structure? 

A number of basic and urgent questions 
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come to mind. To what extent do we wish 
to authorize the courts or other public or 
private agencies to intervene in the privacy 
of the home when it has been established 
that a child is in emotional not just physi- 
cal jeopardy, on the grounds that the best 
interest of the child makes some social re- 
organization—such as special custodial ar 
rangements—an imperative of the commu 
nity’s concern and responsibility? 

How active a role do we wish to allow 
public or private social agencies and judi- 
cial organs in this difficult area of social 
reorganization, on the basis of psychologi- 
cal hazards and trauma discernible to the 
court in family situations and relationships? 
Have we become sufficiently sophisticated 
as a community, with respect to psycho- 
logical vulnerability, that we wish to allow 
that degree of social intervention in family 
matters that we now permit and expect 
in the event of physical dangers? 

Have we considered how all the relevant 
psychological evidence, the data concerned 
with motivational considerations in human 
behavior, derived from the clinical insights 
of a dynamic psychiatry, is to be introduced 
in court, and by whom this testimony shall 
be presented? Who indeed, in the court- 
room battle does represent the child, who 
is often the real principal and yet almost 
always without counsel? 

Are the attitudes of mind, habits of 
thought and professional values of lawye™ 
appropriate for the needs and interests 
the social courts, engaged as they are M 
complex social decision-making processes 
regarding family life? Is the traditional 
adversary system, with the interplay be 
tween contesting forces, the appropriate 
legal model for that kind of fact determi 
nation and adjudication taking place in 
the social courts? 

These are indeed stubborn and insistent 


questions encompassing complex soct 


psychological, legal and personal issues, but 
to ignore them would be an abdication of 
professional and social responsibility. 

With respect to the criminal courts, we 
might remember the comment of the late 
Professor George Dession of Yale that “The 
Law is not and never was designed as a 
treatise on psychology or any one of the 
social sciences.” Its formulae, while they 
may yet be couched in terms of outmoded 
psychological concepts, reflect an underly- 
ing social policy with respect to the dis- 
position of offenders, and the degree of 
collective responsibility toward the malad- 
justed and underprivileged which our com- 
munities wish to assume. The individual 
whose behavior manifests a departure from 
that pattern which is defined as normal 
or whose behavior manifests dangerous, 
antisocial propensities—this offender is a 
human being and therefore like and in 
the same sense as other human beings in 
trouble, he is a problem for the psychiatrist. 

As in the area of family law, the issues 
Taised by the problem of disposition in 
the field of criminal law are insistent and 
urgent ones, compelling our consideration 
as psychiatrists. What varieties of offender 
shall the community take the trouble to 
Maintain even though they have demon- 
strated their inability to get along with the 
group? 

What individuals shall it undertake to 
ata at public expense with an 
i areness of the short rations of expert 
a be allocated from the limited pool 
x c. resources? What forms of treat- 

ent shall it make available and to whom? 

at types of special environment shall it 
Sstablish for this purpose and to whom 
will be oj A 
haa... the opportunity for a reha- 
© experience within this environ- 
ment? 
‘ae with a serious commitment on the 
the community to devote limited 
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resources to such a challenging effort, we 
as psychiatrists must ask ourselves whether 
we have techniques available now to achieve 
this rehabilitation and whether we are 
professionally interested in participating in 
this process to justify the investment of 
community resources in this enterprise. 
These basic questions of public policy and 
social and personal values cannot properly 
be evaded by either judge, lawyer, psychia- 
trist or probation officer. Their difficulty 
may only serve to emphasize how impera- 
tive it is that they receive our immediate 
and continuing attention. 

As a laboratory of social relations, family 
and criminal courts create for the partici- 
pating psychiatrist not only an opportunity 
for significant clinical services but also a 
setting in which a number of such crucial 
issues can be investigated. The court psy- 
chiatrist needs at all times to appreciate 
the primary legal rather than medical 
setting in which he functions, with the 
inevitable clash at times between the ap- 
parent interests of the community and its 
social regulatory policies and the private 
personal needs of an individual. 

To reconcile the claims of each, to bal- 
ance the social interests with personal 
values, frequently will be a difficult deci- 
sion to make. Over a period of time, 
through practice, consultation, education 
and research, the experiences of such a 
determined inquiry and effort by psychia- 
trists would produce, hopefully, further 
understanding of the most effective utiliza- 
tion of psychiatric skills, knowledge and 
resources within the setting of criminal 
and family courts. 

The longterm objective would be to 
integrate psychiatric understanding and 
experience so successfully into the appro- 
priate areas of the legal process that such 
concerns will eventually be regarded as an 
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integral and essential feature of the legal 
procedures in these courts. 

An important contribution of this pro- 
gram in public psychiatry would be the 
elements of inservice training and super- 
vision afforded probation personnel, 
through the development of close working 
relationships between them and the psy- 
chiatrist, in a consideration of specific 
clinical problems arising in the study or 
the management of individuals referred by 
the court. 

Such an association would enrich the 
probation officer's experiences in working 
with a wide range of maladjusted indi- 
viduals and would enhance his professional 
competence and discretion in the handling 
of heavy and dificult caseloads. Through 
his close contact with probation depart- 
ments, the psychiatrist would establish a 
closer affiliation with the network of com- 
munity agencies which deal with the prob- 
lems of human welfare as a social respon- 
sibility. As Dr. Manfred Guttmacher 
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stated in the Sixth Isaac Ray Award Leo 
ture, “Court clinics are in a position to lay 
the groundwork for a real rapprochement 
between law and medicine that extends its 
influence far beyond the portals of the 
criminal courts.” 

For the psychiatrist, such a collaborative 
enterprise has implicit challenges as well 
as opportunities. It offers us an opportu- 
nity to test and demonstrate the relevance 
and utility of our professional discipline, 
at its present stage of understanding and 


development, to the problems and interests | 


of law as an instrument of socia] regulation 
and co-ordination. Such an endeavor is 
beset with all the difficulties of communica- 
tion and collaboration one encounters in 
any dialogue between professional disci- 
plines. The problems of communication 
between psychiatrist, judge and lawyer can 
be solved in an atmosphere of goodwill, 
mutual respect and sound motivation, and 
the public challenge to psychiatric respon- 
sibility demands our response. 
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JHE VITAL BALANCE: THE LIFE 
PROCESS IN MENTAL HEALTH 
AND ILLNESS 


C By Karl Menninger, with Martin Mayman 
and Paul Pruyser 


Wee York, The Viking Press, Inc, 1963, 531 pp. 


» 
This book is “vintage” Menninger. It is 
The Human Mind Revisited after 34 years 
3 ‘ol rich additional experience. In the third 
“of a century which has elapsed since the 
ication of The Human Mind much 
happened to season the senior author's 
WWeas about mental health and illness. 
ideas are now admirably presented 
i the full flowering of his professional 
Gedo, with the able assistance of his two 
thors. 
‘The theme of this important book is 
ptively simple. First, the authors be- 
t that mental health depends on main- 
ing a “vital balance,” a term more 
table to them than “homeostasis,” “dy- 
Mamic equilibrium,” etc., since it encom- 
_ Passes the possibility for creativity, growth 
o 4nd learning in the human organism. Dis- 
X _ turbances in the “vital balance” from what- 
a causes (physical, emotional or both) 
_ lead to mental illness. 

Secondly, the authors are deeply con- 
 @mned with the traditional tendency in 
a to bestow impressive names on 
all diseases and, by so doing, give the im- 
— (a) that such a disease exists as 
“$ Separate entity, and (b) that by labeling 

E understand it. The absurdities, in- 
AA and inanities of current official 

à age are mercilessly exposed. To 
-SN ct the evils inherent in such a 
Bried the authors prescribe a drastic 
ki 4 They propose “to dispense with 
f es for mental diseases.” No more 
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psychoses! No more neuroses! No more 
schizophrenia! Instead, the authors divide 
all mental illness into five categories or 
“orders” of dysfunction ranging from minor 
impairment of smooth, adaptive control to 
major disorganization, demoralization and 
confusion. 

The need to discard old and misleading 
terms is by no means new nor is it limited 
to psychiatry. Some eight years ago Gar- 
rett Hardin, in a brilliant paper entitled 
“Meaninglessness of the word Proto- 
plasm," * pointed out that improper sci- 
entific terms, even though they acquire 
universal acceptance, may actually impede 
the progress of science. He coined the 
term “panchreston” to designate those 
terms in science which try to “explain all” 
but succeed in explaining nothing. He 
cites the term “ether” from the field of 
physics as an example of a panchreston 
which has given us meaningless or mis- 
leading notions. Later, in a paper called 
“The Threat of Clarity,”? presented as 
part of an American Psychiatric Associa- 
tion symposium on psychiatric nosology, 
he suggested that many of the terms used 
in psychiatry may be equally meaningless 
or misleading. It is somewhat surprising, 
in this scholarly and otherwise compre- 
hensive study, that no mention is made 
of Hardin's original and highly relevant 
contributions. 

The idea of simplifying an existing classi- 
fication or the attempt to reduce archaic 
complexity to a meaningful unitary system 
has also been suggested before, as the 
authors readily admit. In fact, at one 
stage they had planned to call their book 


4Hardin, Garrett, “Meaninglessness of the word 
Protoplasm,” Scientific Monthly, 82(1956), 112-20. 


2 Hardin, Garrett, “The Threat of Clarity,” Ameri- 
can Journal of Psychiatry, 114(No. 5, 1957), 392. 
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The Return to the Unitary Concept of 
Mental Illness. What is new and refresh- 
ing is the brilliant way in which these 
ideas are presented. The organization of 
the book is excellent. There is a brief 
synopsis at the beginning and a longer 
recapitulation at the end of each chapter. 
The pages are full of rich, often amusing, 
and always illuminating metaphors which 
give life to the theoretical sections. The 
authors frequently use their text as a 
springboard to discourse intelligently and 
learnedly on a wide variety of subjects— 
criminal behavior, capital punishment, the 
dynamics of killing wild game, volunteers 
in mental hospitals and the similarities be- 
tween Freud and St. Paul, to name only 
a few. 

The writing, for the most part, is Men- 
ninger at his very best and the “cases” 
used for illustrations become living and 
unforgettable human beings. There is a 
well-written, concise history of the develop- 
ment of psychiatry from earliest times to 
the present, which can be recommended 
to all readers. I was, however, somewhat 
surprised to find the Hollander, Johann 
Weyer, on page 17, referred to as a 
“Swiss.” An extensive appendix contain- 
ing many psychiatric classifications from 
all periods of history and from all parts 
of the world makes this book most useful 
for reference. 

One major aim of this book is to dis- 
courage meaningless labeling in psychiatry. 
But psychiatric training is so deeply rooted 
in traditional medical practices that it will 
probably take a long time before this aim 
is realized. Changes might possibly occur 
more rapidly if all psychiatrists had the 
descriptive gifts of Dr. Menninger and his 
coauthors and could communicate with 
each other in such vivid and meaningful 
terms. Nonetheless, this work remains the 
most cogent argument against the evils of 
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easy labeling in psychiatry which has yet 
appeared. At the very least, it marks a 
strong beginning of a movement in the 
right direction. 

Perhaps the greatest strength of this 
book lies in the pervasive sense of com 
trolled optimism in a field which has been 
so often dominated by cynics, skeptics and 
nihilists. Menninger restates and doat 
ments his firm belief in the capacity of the 
human organism for change if properly 
understood. And finally, he makes añ 
unabashed plea for Love, Faith and Hope 
as the necessary “intangibles” for the heak 
ing process and as the “sublime expres 
sions of the life instinct.” 

There are rich rewards in this volume 
for both the lay and the professional 
reader.—ZicMonn M. Lesensoun, M.D, 
Washington, D.C. 


CLINICAL PSYCHOLOGY 


By Julian B. Rotter 


Englewood Cliffs, N. J. Prentice-Hall, Inc 1964 
112 pp. 


This is a slim volume, intended as â 
introduction into the field of clinical ps} 
chology. In a very readable, accurate and 
succinct manner it synthesizes the scope 
the field as well as many of the more ma 
ture concerns of clinical psychologist 
Issues and problems are continually 
cussed as well as contributions and futur 
directions. 

Specific, representative techniques fo 
assessment and treatment are briefly di 
scribed within a broader, context of theo! 
and empirical findings. Thus, after a ge 
eral discussion of the concept of intell 
gence and its measurement, illustrati 
significant instruments are presented. Sim 
larly, in the chapter on personality dial 
nosis, there is an initial description an 


of personality and psychopathology 
Then, under five categories of 
methods; namely, the interview, 
fionnaire, projective tests, Observa- 
methods and behavioral tests, par- 
psychodiagnostic techniques are 
Í presented. The reader who still 
the outdated view of the psychologist 
a tester (identified with the Rorschach, 
example) is hopefully in for consider- 
Teorientation. 
e chapter on psychotherapy follows 
form of anchoring clinical tech- 
to theory. It also reflects recent 
ting and practice in that it is practi- 
the same length as the chapter on 
is. One might take issue with the 
of therapeutic approaches that 
borated on, since there are resulting 
$ as well as emphases on ones that 
followed extensively in the field. 
» this would become a problem 
how one were to slice the pie. 
gh explicit role description, the 
fated presentation of theory, research 
pplications, and through a dispas- 
analytic writing style, there is con- 
the image of the clinical psychologist 
ientist-practitioner. This seeming 
unctioning emerges as natural, com- 
€ and necessary, which should be a 
to those looking into the field and 
for many professional clinicians 
THEODORE LEVENTHAL, PH.D., 
n's Psychiatric Center, Inc., Eaton- 
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and individual nurses aware of their re- 
sponsibility to examine how the nurse can 
use herself therapeutically as she relates 
to patients. Therefore this book is a timely 
contribution for the profession. 

The author has presented meaningful 
clinical material describing why the nurse 
has problem patients. This book is writ- 
ten primarily for the practitioner in nurs- 
ing and nursing students who take care of 
adult patients in the general hospital. It 
is developed and focuses on the nurse and 
her difficulties with patients. 

The book is divided into three sections, 
Part I, “Why Does the Nurse Have Prob- 
lem Patients;" Part II, “The Nurse's 
Problem Patients;" and Part III, “Some 
Solutions To Having Problem Patients.” 

Part I, which deals with the nurse as a 
practitioner, is worthwhile since the nurse 
must understand herself before she can 
help patients. 

Part II describes and gives some specific 
clinical case material, explaining how the 
nurse can begin to solve and explore why 
the patient is a problem. 

This reviewer feels that Part II is the 
most valuable section of the book because 
it describes various types of problem pa- 
tients and is divided into four cardinal 
themes: frustration, conflict, anxiety and 
helplessness. This section also tells how 
the nurse can solve problems related to the 
four themes and her responsibility to im- 
prove nursing care in the work situation so 
that she can become an effective therapeu- 
tic practitioner. 

Chapter 22, “What the Nurse Can Do 
About the Cultural Lag,” stresses the need 
for inservice education and the responsi- 
bility of the employing agency for staff de- 
velopment. It is the feeling of the author 
that inservice education must focus on in- 
terpersonal content. Many of us would 
agree with her when she states, “The more 
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inadequate a nurse feels in helping patients 
to cope with their problems of living, the 
more she will tend to shun patient con- 
tact, in order to protect herself from dev- 
astating feelings of helplessness and guilt 
for not being able to do more.” 

Setting realistic goals for the nurse is 
emphasized throughout the book as is the 
essential technique for learning to listen 
to what the patient is saying. Some tech- 
niques for learning how to listen and use 
of words and acceptance of the patients 
behavior are explained briefly. 

It is unfortunate that the author did 
not develop Section III in greater depth, 
but any book has its limitations and can- 
not encompass content to please each 
reviewer. 

Included at the end of each chapter are 
a few suggested references. If additional 
references had been included relating to 
the special case material the reader would 
have a helpful source of references. 

This book would be especially valuable 
as a guide for the purpose of assisting the 
beginning nurse practitioner to develop 
and improve her skill in learning how to 
look at herself objectively and to under- 
stand and solve the difficulties of some 
problem patients. It would have limita- 
tions as a textbook for nursing students 
since the material presented does not in- 
clude enough basic interpersonal content. 
However, it would serve as a helpful ref- 
erence for students—JoHN Gorton, R.N., 
M.A., School of Nursing, The Mount 
Sinai Hospital, New York NaY: 


EDUCATION IN DEPRESSED AREAS 
Edited by A. Harry Passow 


New York, Bureau of Publications, Teachers Col- 
lege, Columbia University, 1963, 359 pp. 


This symposium starts with a loaded ques- 
tion: “Have the public schools a special 
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responsibility for educating culturally dis 
advantaged children in depressed urban 
areas?” What follows in the 15 essays 
represents an attempt to answer this thema- 
tic question, and these productions range 
from the obvious and well-known to the 
speculative and daring. 

To be sure, however, these contributions 
provide us with very important informa 
tion and insights. This is particularly true 
of the papers by the Ausubels on ego de 
velopment among segregated Negroes, in 
which they review the psychological re 
search on the personality development of 
children coming from economically and 
socially segregated families. They focus 
on the factors affecting ego development, 
which they observe are seriously depressed 
in segregated Negro children. Kenneth 
Clark’s courageous, critical analysis of 
Conant's program of education for blighted 
areas is a highpoint in this volume. 

Noteworthy also is the point made by 
Miriam Goldberg; she cautions that gains 
cannot be expected to be automatic for 
unsegregated contacts. There is an ap 
parent need carefully to evaluate programs 
which are interlaced so as to determine 
which aspects contribute maximally to the 
upgrading of the education of disadvam 
taged pupils. 

Harry Passow, the editor of this com 
pilation, had the arduous task of sus 
marizing and bringing together conflicting 
points-of-view and of clarifying and 4 
ferentiating between programs. His fina 
chapter is a masterpiece and brings int 
focus the highlights of these workin} 
papers, which were presented at a con 
ference held at Teachers College, Columbi 
University. 

The over-all organization of the volum 
lends itself to several minor criticisms. Fe 
example, the sections under which the ” 
dividual articles are grouped are not " 
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ptive of the areas covered nor are 
mutually exclusive. However, the 
ninary remarks at the beginning of 
dh chapter tend to develop in the reader 
sling of readiness for what is to follow. 
“bridges” between each part in the 
offset the unimaginative headings 
which these papers are collected. 
aps what this reviewer is looking for 
concretizing of solutions for several 
problems raised, particularly in the 
m of recruitment of teachers for the de- 
ed areas. This I did not find. 

vever, this book should be on the 
es of workers in the field of mental 
who may wish to get a well-rounded 
re, from a multidiscipline approach, 
M a problem which is rapidly assuming 
highest priority on national and local 
enes—the development of an effective 
cational program for children living in 
areas.—SIMON S. SILVERMAN, 
ED., Bureau of Child Guidance, Board 
‘of Education, The City of New York, N. Mi 


ited by P. R. Farnsworth 
ilo Alto, Calif, Annual Reviews, Inc., 1964, 629 


“he topical organization of the Annual 
Review of Psychology continues to change 
n an effort to improve the arrangement 
i past reviews. The committee reported, 
© rigid pattern was sought but rather 
ting of topics and subtopics which 
u d be kept or scrapped in light of the 
Aperiences of later editorial committees 
eee the wishes of readers.” 
During the summer of 1965 the editorial 
mmittee will engage in another exten- 
Testudy of the organization in an effort 
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to devise a topical arrangement that will 
prove satisfactory for several years. 
Volume 15 deals with the following 
topics: 
Perception, by R. H. Day. 
Visual Sensitivity, by Judith Wheeler Onley. 
Review of Auditory Research, by Donald H. 
Elliott. 
Psychopharmacology, by Roger W. Russell. 
Emotional Aspects of Learning, by D. E. Berlyne. 
Comparative Psychology, by W. A. Mason and 
A, J. Riopelle. 
Motor Skills, by Jack A. Adams 
Developmental Psychology, by Eleanor E. Mac- 
coby. 
Educational Psychology, by Jan Smedslund. 
Statistical Theory, by Arnold Binder. 
Theory and Techniques of Assessment, by John 
E. Milholland. 
Psychotherapeutic Processes, by Kenneth Mark 
Colby. 
Organizational Psychology, by Harold J. Leavitt 
and Bernard M. Bass. 
Personnel Management, by S. B. Sells. 
Group Dynamics, by Ivan D. Steiner. 
Personality Dynamics, by Perry London and 
David Rosenhan, 
Recent Developments in Soviet Psychology, by 
Josef Bożek. 


It also includes a cumulative index of 
contributing authors and chapter titles for 
Volumes 11 to 15.—S. C. Ficca, Pu.D., 
Monmouth College, West Long Branch, 
N. J. 


THEORY AND PRACTICE AS A 
SINGLE REALITY: AN ESSAY IN 
SOCIAL WORK EDUCATION 


By Ruth Gilpin 
Chapel Hill, N. C., University of North Carolina 
Press, 1963, 139 pp- 


In her introduction Dr. Gilpin alludes to 
the anachronistic aspects of essay-writing 
in this scientific age. She proceeds, how- 


` ever, to make admirable use of this vehicle 


to analyze and elucidate various facets of 
147 


social work theory and practice and the 
problems of uniting these into a living, 
meaningful educational process. 

The field of social work education has 
developed two programs for integrating the 
academic and practice components of so- 
cial work education. These are known as 
the concurrent and block plans. In the 
concurrent plan the student attends class 
two days a week and works three days in 
the co-operating agency under close super- 
vision; in the block plan the alternation 
between class and field is by semesters. 
The latter program grew out of the pau- 
city of field placements in sparsely settled 
university communities and has contri- 
buted fruitfully to efforts to solve the prob- 
lems of increasing shortages in trained so- 
cial workers. In a concise, clear manner, 
Dr. Gilpin provides an historical review 
of the evolution and growth of schools of 
social work, giving attention to the soil 
from which they grew and the special 
forms they took. 

She then presents a thoughtful analysis 
of the functional generative theoretical 
concepts and the application of these in the 
block plan program developed at the North 
Carolina School of Social Work. She 
focuses on the various facets of the educa- 
tional process and their culmination into 
a single whole, which, consonant with her 
theoretical background, she defines as the 
“single reality” or concurrence. She pain- 
stakingly examines the process through 
the key people involved: the student, the 
school adviser and the agency supervisor, 
stressing the crucial importance of their 
pertinent and creative collaboration. 

Within her theoretical framework (to 
which, as she points out, the majority of 
schools of social work do not subscribe), 
Dr. Gilpin has presented a penetrating and 
provocative study. For social work educa- 
tors, supervisors and those interested in 
the broader problems of the dearth of 
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trained social workers, this book will be 
both informative and stimulating.—Mas 
Dora Karcer, Henry Pollack Memorial 
Clinic, Monmouth Medical Center, Long 
Branch, N. J. 


MULTIPLE IMPACT THERAPY 
WITH FAMILIES 


By Robert MacGregor, et al. 


New York, McGraw-Hill Book Company, Inc, 1964, 
320 pp. 


As the first sentence of the Preface states 
“This book reports on a six-year study by 
the family psychotherapy staff at the Uni- 
versity of Texas Medical Branch and de 
scribes a new type of brief, intensive psy 
chotherapy—multiple impact therapy—for 
families with disturbed adolescents.” 

The Youth Development Project where 
this study occurred was an outpatient clinic 
organized in 1952 for the study and treat- 
ment of problems of adolescents and their 
families. 

The idea of multiple impact therapy 
was arrived at partly out of expediency, 
it seems, in an effort to meet the problems 
of time, distance and the reluctance 
parents to participate with their son oF 
daughter in conventional therapy- After 
experimenting with various approa' 
the research staff concluded that these ob 
stacles could best be overcome by having 
the adolescent and his family meet with 3 
multidisciplinary team for two days 
intensive therapy. Though there may have 
been an element of expediency in choosing 
the approach, this book makes it abun 
dantly clear that the multidisciplinatý 
treatment team used imagination and S 
in refining their techniques of working 
with these famlies and came out with @ 


considerable body of theory and convincing 


results that attest to the efficacy of thelt 


approach. 


a 


" family treatment. 


This book is first of all an important 
contribution to the growing body of litera- 
ture with respect to family diagnosis and 
Multiple Impact Ther- 
apy (MIT) is grounded on the proposition 
that patterns of parental interaction are 
capable of producing and maintaining 
in dynamic equilibrium specific forms of 
developmental arrest in offspring, which 
result in various types of behavioral mal- 
adjustment in adolescences. 

Four types of adolescent behavioral mal- 
adjustment are described and correlated 
with specific modes of parental interaction. 
In the sample of 62 adolescents and their 
families treated in MIT during the course 


of this research, these four types represented 


the range of adolescent behavioral malad- 
jestment. In line with the above proposi- 
tion, treatment is aimed at changing the 
“dynamic equilibrium” that maintains the 
developmental arrest manifested by the 


adolescent patient in favor of a more open 


system that permits emotional growth. 
The Method of Multiple Impact Therapy 
is best explained in the words of the 


| authors (page 5 of Chapter I). “The in- 


terviewing procedures used are varied and 
flexible, consisting—essentially of an initial 


_ team-family conference followed by a series 


of individual interviews, joint interviews 
(two patients with one or more therapists, 


°F one therapist with two or more patients), 


and overlapping interviews (where the 
therapist who terminates an interview early 
Joins in the interview with another thera- 
pist). These procedures may be interrupted 

formal and informal team or family 
conferences,” 

By the teams’ becoming temporarily a 
oe sp the family group in the team-family 
3 ences, diagnosis is heightened by the 

tions of several different individuals 
tom their different professional perspec- 
ey and by the overlapping conferences; 
» broken channels of communication 
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were repaired. The book makes a major 
point of the authors’ belief that the team 
provides a model of open and effective 
communication to the family in the team- 
family conferences. Team members freely 
disagree with each other both in matters 
of interpretation of problems and on ques- 
tions of alternative courses of action for 
the family. However, disagreements are 
openly discussed and resolved, even though 
it might be a frank and friendly agreement 
to disagree. Hence the family views and 
participates directly in a model of “open” 
communication. This use of modeling 
with a clear therapeutic purpose is a most 
intriguing aspect of MIT procedures. 

This book makes a major contribution to 
family treatment theory by describing in de- 
tail the four basic patterns of parental inter- 
action productive of the four different types 
of adolescent behavior problems. Treat- 
ment is differentially related to each pat- 
tern of parental and resultant family in- 
teraction, and the research team made a 
consistent effort to followup with each 
family, both to conclude the treatment 
process and to evaluate the results of the 
family’s experience in MIT. No part of 
this book should be overlooked by any seri- 
ous student of family and child behavior; 
but especially Chapter 4, “The Adolescents 
and Their Families,” and Chapter 5, “Fam- 
ily Dynamics and Therapeutic Movement,” 
have a theoretical interest aside from any 
interest or lack of it in MIT procedures 
on the reader's part. 

This is an interesting book as a report 
of an imaginative use of a team approach 
to treatment; as already indicated, it makes 
a significant contribution to theory. As 
a major departure from the traditional in- 
dividualized approach to treatment, the 
authors exercise admirably good judgment 
in neither underrating the results of the 
MIT approach, not subtly or openly im- 
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plying that they have discovered the only 
right way to do family treatment. How- 
ever, one wonders whether the extent to 
which the apparently smooth and effective 
functioning of the therapeutic team 
stemmed from a peculiarly happy combi- 
nation of personalities involved. Obviously 
MIT procedures expose each member of 
the team to the close observation of his 
colleagues on the intimate details of his 
professional performance. Can most mem- 
bers of the mental health professions stand 
this extent of exposure? What are the im- 
plications for training into use of MIT 
procedures—such as, at what level of prep- 
aration and experience can one move from 
being an observer to becoming a full- 
fledged member of the team? 

In sum, this is an important book de- 
scribing an imaginative experimental pro- 
cedure in family treatment with a con- 
cientious effort to evaluate results. It is 
strongly recommended reading for all mem- 
bers of the mental health professions— 
Kermir T. Witse, School of Social Wel- 
fare, University of California, Berkeley, 
Calif. 


RECENT ADVANCES IN 
BIOLOGICAL PSYCHIATRY, 
VOLUME V 


Edited by Joseph Wortis 
New York, Plenum Press, 1963, 380 pp. 


This volume is the record of 30 assorted 
contributions from the Seventeenth Annual 
Convention and Scientific Program of the 
Society of Biological Psychiatry held in 
May, 1962. 

Any addition to the “information explo- 
sion” can be justified only so long as it 
has scientific utility. Unfortunately, the 
presence of several faults peculiar to this 
volume, as well as the full syndrome of 
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l 
shortcomings which has become almost 
pathognomonic of the conference or sym- 
posium report, negates whatever utility the 
book might have had. In general, it lacks 
unity and organization. About one-quarter 
of the contributions are preliminary in 
nature; nearly one-half consist mainly of 
unsupported conclusions; and nearly one — 
half employ faulty (or no) controls and/or 
statistics. Perhaps a worse failing, rarely 
encountered in other disciplines, is the 
inclusion of a few articles which lack the 
objectivity required for science. Finally, 
the book exhibits two serious and irritating 
technical flaws: tardy publication and poor 
printing. 

All of which is not to demean those con 
tributions which were, in fact “contribu: 
tions.” Horwitt’s “Critique of Studies of 
Metabolism in Schizophrenia” (which 
might more appropriately have been made 
a preface to the volume), Brune and Him 
wich’s “Biogenic Amines and Behavior in 
Schizophrenic Patients,” and Marrazi, Hart 
and Ray’s “Cerebral Homeostasis, Dyfune 
tion, and Psychosis,” are examples which, 
however, would have had more utility M 
1962. 

Preparation of this publication should 
have included several corrective measures: 
(1) ruthless editing, including total ex% 
sion of all but the highest class of com 
tribution, (2) prompt publication, 
drastically improved printing. As it stands 
it is difficult to discern any application fot 
which the book is suited. Certainly no 
of it appears to be useful to the clinician: 
on the other hand, the academically-0'!: 
ented will be bitterly disappointed a 
irritated by the flaws mentioned. perhap 
this volume will find its place in Lice 
large medical libraries that value complete 
ness above all else—Lewis A. pee 
M.D., The Ohio State University Hospit™ 
Columbus, Ohio. 


EXPANDING GOALS OF 
GENETICS IN PSYCHIATRY 


Edited by Franz J. Kallmann 
New York, Grune & Stratton, Inc., 1962, 275 pp. 


This book is devoted to the presentation 
of a special symposium conceived and 
organized by Dr. Franz J. Kallmann and 
held at the New York State Psychiatric 
Institute in October, 1961, on the 25th 
anniversary of the opening of the Depart- 
ment of Medical Genetics. 

The 39 national and international con- 
tributors to the text, presenting 27 topics, 
indicate the scope of the coverage and ably 
justify a statement by the editor that it 
was broad “enough to meet the criteria 
of a general progress review in the be- 
havioral and mental health areas of human 
genetics.” 

Despite the large number of contributors, 
dealing with a wide variety of studies and 
Special interests, the editorial task was so 
well done, in fact so much more efficiently 
arranged than one usually finds in books 
of multiple authorship, that all portions 
Converge into a well-integrated story of 
search and research in this field of science. 
The pages of the text impart a message 
that leaves no doubt that genetics has now 
hot only soundly established its place in 
the understanding of the evolutionary proc- 
a ìn general, but has also found its stride 
n Psychiatry and in the other behavioral 
sciences, A review of the reported experi- 
AIAN investigations and of the progres- 
i 3 eine ideas for future research 
anticipate ey and clinic encourages one to 

ee that important discoveries will 

In ie along from time to time. 

RE gees on genetic research one 
tion info ng other items of basic investiga- 
ndings eto on various biochemical 

genetic significance in human 


Metabo]; 3 f 
olism, the genetic role of the carrier 
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DNA, and other cytochemical components 
including the relation between genes and 
enzymes. Chromosomes and sex anomalies 
studies, the micromaniputation of chromo- 
somes, and the clinical effects of disturbed 
chromosomes types and patterns come in 
for a liberal share of the discussions. Ad- 
vances in the clinical investigation of gen- 
etic carriers found in neurological diseases, 
mental deficiency and in some forms of 
mental disorder are well-represented. 
The editor of this volume, Dr. Franz J. 
Kallmann, is universally well-recognized 
not only as a pioneer in medical genetics 
but also for his remarkable contributions 
to the knowledge of human heredity. His 
studies of twins alone would identify him 
as a most thorough investigator, and have 
established a solid place for genetics in 
psychiatry, where its role in the etiology 
of schizophrenia and of some other mental 
disorders have been demonstrated. His 
accomplishments were highly honored by 
several of the speakers on the occasion of 
the present symposium and he was awarded 
the Eastern Psychiatric Association's Gold 
Medal for “special scientific achievement.” 
—Notan D. C. Lewis, M.D., Frederick, Md. 


THE PSYCHIATRIC PROFESSIONS: 
POWER, CONFLICT AND 
ADAPTATION IN A PSYCHIATRIC 
HOSPITAL STAFF 


By William A. Rushing 


Chapel Hill, N. C., University of North Carolina 
Press, 1964, 267 pp- 


The Kennedy era in the field of mental 
health makes this book an intriguing re- 
statement of problems in a psychiatric 
hospital. Increased public interest and 
financial support will cause a host of new 
psychiatric facilities to proliferate in the 
next 10 years. Each will have its staff 
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of varying disciplines; each is capable of 
perpetuating the greater or lesser discords 
that now exist, to the detriment of the 
patient. 

This book carefully documents the power 
struggle between paramedical disciplines 
within a university psychiatric unit. The 
setting is somewhat unique but the de- 
scribed problems have been extant since 
Clara Barton offered a new service to the 
physician in the nineteenth century. Prior 
to this, professional status was strictly lim- 
ited to the European tradition: Philosophy, 
Theology, Law and Medicine. 

The author indicates that many people, 
skilled and well-trained, want equality and 
professional status “on the team.” But 
there is a difference between democracy 
and a republic, a team and a horde. A 
difference in role does not mean “better 
than” as against “less than;” a difference 
in role does not mean a difference in worth 
or value. Medical leadership may be good 
or bad, as with a football quarterback; 
however, a bad quarterback is removed, 
while the role of a quarterback remains 
constant. 

The many problems highlighted in this 
book would seem to question qualities of 
medical leadership as well as the proper 
functioning and use of other disciplines. 
Unless psychiatry gets its house in order, 
the public is going to be sorely disappointed 
with the results of its new support.—Rosert 
P. Nenno, M.D., New Jersey State Hospital, 
Marlboro, N. J. 


APPRAISING PERSONALITY 


By Molly Harrower 
New York, Franklin Watts, Inc., 1964, 302 pp. 


This is the second edition of a book that 
is one of the most interesting, painless 
and helpful this reviewer has seen in pro- 
viding a concrete picture of what tests 
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known as projective techniques are like, 
how clinical psychologists administer them 
and interpret the results, and what their 
potential usefulness is in appraising the 
personality of individuals tested. 

The book was first published in 1952 to 
alert physicians to the fact that these tech- 
niques, which have undergone much sy 
tematic development and refinement in 
recent years, are now able to furnish the 
medical man with valuable data about 
the nature of patients’ psychosomatic prob- 
lems. It appears to have been used less 
by physicians, however, than by some of 
the other counseling and guidance profes 
sions that are interested in how personality 
can be appraised and emotional strengths 
and weaknesses assessed. The book's 
greatest use was by psychology students as 
an introduction to projective tests. Be 
cause such students have asked that it be 
available again, this second edition has 
been published, with additional interpre 
tive and case material. ; 

Thus, once more there is opportunity 
for those physicians, social workers, nurses; 
marriage counselors, clergymen, teachers 
and personnel workers who hear frequent 
reference to strange sounding terms sug 
as TAT, Rorschach, and Szondi to dis 
cover what these and the other tests really 
are and what insight they furnish int 
the nature of personality. 

Dr. Harrower, a highly experienced psy 
chologist, has written the book as 4 s 
quence of conversations and correspondence 
between the fictitious John Smith, Ph.D. 
(clinical psychologist) and Robert Jog 
M.D. (general practitioner). This conver 
sational device and the effective use of pie 
tures, graphs and case material transfor 
an otherwise difficult subject into easy 
pleasant and instructive reading. For thos 
persons who have never seen but hav 
been curious about the carefully guardei 
cards with the Rorschach ink blots or “i 
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48 Szondi faces, Dr. Harrower’s illustra- 
tions, reproduced from very similar tests 
that she has herself devised and used ex- 
tensively, give additional interest and value 
to the book—EstHer Lucite BROWN, 
Pu.D., San Francisco, Calif. 


THE BLIGHT ON THE IVY: THE 
FLUNKOUTS, THE QUITTERS 

AND THE EMOTIONALLY 
DISTURBED: A STUDY OF COLLEGE 
STUDENTS UNDER STRESS 


By Richard E. Gordon and 
Katherine K. Gordon 


Englewood Cliffs, N. J., Prentice-Hall, Inc., 1963, 
313 pp. 


This book gives one the impression that 
a serious treatise by the authors has been 
transformed into a sensational exposé by 
the publishers. Whatever may be its his- 
tory the net effect of the book’s message is 
misleading. Such facts as it contains are 
frequently used for distortion. 
On the dust jacket are such statements 
as “Half of America’s college students 
either quit or flunk out before graduation,” 
a deplorable situation but not new; “Many 
Students today suffer from emotional and 
Psychosomatic disorders,” also not new; 
The suicide rate among young people is 
nising dramatically,” an assertion with no 
e Such phrases as “mental instability 
eee ee, dag is increasing at an 
Wiese rate’ and “harsh realities, fears, 
and tensions running rampant 
d ough today’s campus generation” con- 
€y the tenor of the book. 
toda serious analysis of the problems of 
ys college students would be very help- 
i re, might have been that 
Pun een diverted from its presumed 
auth y attempts at sensationalism. The 


wi kg undoubtedly well-informed and 


ith a 
keen awareness of how important 
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it is that college students receive appropri- 
ate help when needed, should try again.— 
Dana L. Farnswortn, M.D., Harvard Uni- 
versity, University Health Services, Cam- 
bridge, Mass. 


PSYCHOLOGY: THE NURSE 
AND THE PATIENT 


By Robert V. Heckel and Rose M. Jordan 
St. Louis, The C. V. Mosby Co., 1963, 305 pp. 


The authors present this work as one that 
relates psychology “meaningfully to the 
field of nursing.” A wide range of psycho- 
logical theory and method is presented in 
a didactic manner. 

While areas of nursing are indicated, 
the work falls short in providing definitive 
illustrations of application of theory. For 
example, in a chapter on “Interpersonal 
Relationships” two short paragraphs are 
allotted to “understanding the patient— 
problems in communication.” 

The book suggests that nurses should 
use theory, but it fails to provide clear 
and direct guides that show how to make 
such applications and their uses in nurs- 
ing practice. This shortcoming, results, in 
part, because the authors present theory in 
Jess than a definitive manner. For example, 
in a chapter on “Frustration” this term 
is used alternatively as an explanatory con- 
cept and as classification of the event being 
explained; eg., “environmental frustra- 
tions,” “internal frustrations.” The classic 
work of Miller, Mourer, Sears, et. al., on 
the Frustration—Aggression hypothesis is 
not suggested as a reference. 

Despite these and other shortcomings 
this text can be recommended for beginning 
students in nursing programs since, as one 
source of theories useful in nursing prac- 
tice, it would help orient them to the field 
of psychology—Hutpecarp E. PEPLAU, 
R.N., Ep.D., Rutgers, The State University, 
College of Nursing, Newark, N. J. 
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AUTO PACT COVERS 
MENTAL ILLNESS CARE 


A trail-blazing provision for mental health 
benefits to trade union members has been 
achieved in recent contracts concluded by 
United Automobile Workers, AFL-CIO, 
with both the Ford Company and the 
Chrysler Company. 

These benefits, arranged through an 
agreement with the union, the companies 
and Blue Cross-Blue Shield, will cover 
costs of psychotherapeutic services and 
medications for members and their families 
in outpatient treatment facilities as well 
as in hospitals. 

The contract provides that costs up to 
$400 per patient per calendar year will 
be covered for ambulatory patients for 
outpatient treatment in a doctor’s office, a 
psychiatric clinic, a community mental 
health center or in the day care service of 
a hospital. 

Inpatient hospital treatment, including 
night care, is covered for a maximum of 
45 days under the same terms and condi- 
tions which generally apply to regular in- 
surance coverage for hospitalization for 
physical disorders. 

Additional services provided by the 
contract are psychological tests with a cost 
limit of $38.25 each, and counseling for 
members of a patient’s family with a limit 
of five sessions when the patient is an adult 
and twenty sessions when the patient is a 
child. 


LEGISLATION 


Congress has appropriated $187,900,000 
for the National Institute of Mental 
Health for the fiscal 1965 budget. This is 
$4,000,000 higher than the budget for 
1964, Actually, agency representatives 
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noted, the increase was really $8,000,000 
because the budget dropped a non-recur 
ring item of $4,200,000 which had been 
appropriated in 1964 and 1963 for planning 
grants. 

For research, the 1965 appropriation is 
$75,683,000, an increase of $1,800,000 
million over 1964. The 1965 appropria- 
tion for training is $73,200,000, a considera- 
ble increase over the 1964 $66,048,000 grant. 
The fellowship allocation was cut from 
last year’s $8,534,000 to this year’s $8,057, 
000 grant. The allocation for community 
mental health services (‘‘state control”) re 
mains fixed at the statutory limit of 
$6,750,000. ‘ 

The total direct operations grant of 
$24,229,000 provided an increase of $379. 
000 over last year’s allocation. 


Legislation passed by Southern states 
offers new challenges to the region and to 
the mental health training and research 
program of the Southern Regional Educa- 
tion Board. 

Nine state legislatures meeting actos 
the South in the first half of 1964 gavt 
unprecedented attention to state programs 
for the mentally ill and retarded, with the 
community center approach to treating 
the mentally ill receiving major considera 
tion. 

Spurred by new federal funds for com 
structing mental health centers, severa 
general assemblies moved to revamp therr 
state programs to meet federal requit® 
ments. Several states set up study group 
to advise on future action in this aoe 

Louisiana legislators approved @ grea i 
expanded program of mental health, basé 
on outpatient facilities placed aroun 
state. 


Two new commissions were created to 
head the reorganization program, a plan- 
ning commission and a construction com- 
mission created to work with federal offi- 
cals. A joint legislative committee was 
also set up to assist with master planning 
in mental health, 

Future plans envisioned in the new 
Louisiana legislation call for eight regional 
mental health treatment centers located 
to give all of the state’s residents easy access 
to outpatient mental treatment and diag- 
nosis. 

Maryland legislators also got a head 
start on the local center plan, appropriating 
$300,000 for land acquisition and planning 
of two mental health centers to treat the 
Mentally ill in their home communities. 

As suggested by the Maryland Depart- 
ment of Mental Hygiene, these centers 
would include outpatient facilities, beds 
for inpatients not requiring more than 
three months’ treatment and a night hospi- 
tal. Maryland legislators made the pro- 
Sram contingent on securing matching fed- 
eral funds, 

Kentucky's general assembly acted 
quickly to authorize the establishment of 
‘regional community health services pro- 
as, It provided state grants-in-aid “if 
able” en such [federal] funds are avail- 
TER lawmakers delayed action on 
Sts es centers until findings 
Stites nn oy er study commission are pre- 
Braa e 1966 General Assembly, fol- 

examination of the entire con- 


cept 
they ‘ of care and treatment of mental pa- 
S. 


Meanti ; 
“antime, Commonwealth legislators 


Bave . 

ane budget increase of 8.6 per cent to 

RS Activities in state mental hospitals 

nd clinics, 

Oth 

| eae states generally increased 
ealth budgets and gave serious at- 
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tention to such emerging mental health 
needs as better education for mentally re- 
tarded children and improved services for 
alcoholics. 

During a six-months session, Mississippi 
legislators increased appropriations for state 
mental institutions and designated the state 
department of education to administer a 
program to train teachers of mentally re- 
tarded children. 

Delaware reorganized its mental health 
program under a new state department 
of mental health, with an 11-member board 
to appoint a commissioner. The latter 
must be a psychiatrist experienced in the 
administration of hospital and community 
programs of prevention and early treat- 
ment. 

South Carolina followed suggestions of 
a Legislative-Governor’s Committee on 
Mental Health and Mental Institutions 
and decentralized administrative responsi- 
bilities into a state department headed by 
a commissioner. 

Georgia appropriated funds for a new 
hospital for mentally retarded children and 
for a school program for mentally retarded, 
educable blind children, under the State 
Board of Education. 

West Virginia raised its mental health 
budget $500,000 over last year’s, including 
expansion of its new division of alcoholism, 


TRAINING 


The University of Iowa is providing op- 
portunities for graduate study in Teaching 
of Behavioral Science (Human Relations, 
Family Life, Parent or Mental Health Edu- 
cation). Candidates for the master’s and 
Ph.D. degrees may major in Educational 
Psychology. Those especially interested in 
family life education may major in Home 
Economics. 

Planning programs according to individ- 
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ual needs and interests permits emphasis 
on such aspects as Family Life Education, 
Parent Education and Teacher Educa- 
tion. In addition to an interdisciplinary 
program of studies, students partici- 
pate actively in ongoing research projects 
in the Teaching of Behavioral Science. 
Second and third-year students also partici- 
pate in the work of the University’s Com- 
mittee on Preventive Psychiatry. 

A limited number of research assistant- 
ships and fellowships are available. For 
information, write to the Dean, College of 
Education, The University of Iowa, Iowa 
City, Iowa. 


APPOINTMENTS AND ELECTIONS 


Francis J. Braceland, M.D., psychiatrist-in- 
chief, Institute of Living, Hartford, Conn., 
has been appointed the eighth editor of the 
American Journal of Psychiatry, published 
by the American Psychiatric Association. 
In July he will succeed C. B. Farrar, M.D., 
Toronto, Canada, who will become editor 
emeritus. The Journal has been published 
continuously since the founding of the 
APA. Dr. Farrar has been editor for the 
past 37 years. 

Dr. Braceland is a past president of the 
APA and also of the American Board of 
Psychiatry and Neurology and the Associa- 
tion for Research in Nervous and Mental 
Diseases. He is currently a vice president 
of the World Psychiatric Association. 


Mrs. Winthrop Rockefeller, Morrilton, 
Ark., was elected president of the National 
Association for Mental Health at the As- 
sociation’s 14th Annual Meeting, held in 
San Francisco November 18-21, 1964. 
Arnold H. Maremont, Chicago, was re- 
elected first vice-president; Robert H. Felix, 
M.D., St. Louis, was elected second vice- 
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president. Thomas W. Hare, New York 
City, was elected treasurer; Charles W. 
Duffy, Cleveland, was elected secretary, 
Newly elected members of the NAMH 
Board of Directors include Ralph V. Bad- 
man, Salt Lake City; Mrs. Dale Buchanan, 
Idaho Falls, Idaho; Mrs. Helen H. Ellis 
Albuquerque; Robert H. Felix, M.D, & 
Louis; Harry R. Gonzalez, Jacksonville 
Fla.; Thomas W. Hare; Cyril Magnin 
San Francisco; James F. Oates, Jr, New 
York City; Mrs. Wilbur F. Pell, Shelby 
ville, Ind.; Mrs. Margery K. Stich, New 
Orleans; Mrs. Arthur H. Twersky, Festus 
Mo.; Earl Warren, Jr., Sacramento; & 
William A. Weitzman, Liberty Lake, Wash. 


Donald P. Kenefick, M.D., associate pre 
fessor of psychiatry and assistant directot 
in the Law-Medicine Research Institute of 
Boston University, has been appointed to 
the staff of the Research Department œ 
the National Association for Men 
Health. 

Dr. Kenefick will serve with Dr. William 
Malamud, NAMH professional and re 
search director, as associate director of thè 
Research Foundation and associate direct” 
of Research and Professional Services 
the NAMH. , 

Dr. Kenefick comes to NAMH with wide 
experience in research and teaching. © 
has conducted a number of research stu 
in the field of mental illness, the Test” 
of which have been published in scien! 
journals. 

For the past ten years, he has been i 
member of the faculty of Boston Universit): 
and for four preceding years he was on the 
faculty of Boston College. 

Dr. Kenefick will continue his facultf 
commitment, serving NAMH part-timé 
until the fall of 1965, when he will m 
the association on a full-time appointmen 


tive of Massachusetts, Dr. Kenefick 
fed from Boston College in 1947 


in 1952. He continued with an 
and residency training in psy- 
try and became a Diplomate of the 
in Board of Psychiatry and Neu- 
in 1959. 


has appropriated $35,000,000 as 
tallment of a three-year program 
fal grants to states for the construc- 
community mental health centers. 
“appropriation of $150,000,000 for 

pose was authorized last year with 

ge of the Community Mental 
Centers Act (Public Law 88-164). 
5 first appropriation will be fol- 
Subsequent requests to Congress 
tions of $50,000,000 for 1966 and 
100,000 for 1967. 


artment of Psychology of The 
y of Chicago is offering two work- 
ars on the Rorschach Test. The 
will be conducted during the 
f 1965 by Dr. Samuel J. Beck. 

‘Seminar, titled “Basic Data: The 
Responses” will be held daily 
21-25. The second, “Advanced 
ation,” will be held daily from 
July 2. Enrollment in each sem- 
limited to 50 students, Informa- 
be obtained from the Depart- 
chology, University of Chicago, 
ill. 60637, 
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Junior Chamber of Commerce at the Neb- 
raska Psychiatric Institute, Omaha, No- 
vember 11-13, 1964. The seminar 
attracted 150 Jaycee civic leaders. 

The organization, operating under an 
advisory wing of medical and psychiatric 
authorities, launched a mental health- 
mental retardation program in 1963. The 
program includes promotion of commu- 
nity-centered treatment and rehabilitation 
services, employment of the retarded, es- 
tablishment of scholarship funds to encour- 
age teachers to enter special education 
fields, and the creation of sheltered work- 
shops. 

The national program is cosponsored by 
the Joseph P. Kennedy, Jr., Foundation; 
Smith, Kline and French, Sears Roebuck 
& Co., and the Rockefeller Brothers Fund. 


PUBLICATIONS AND FILMS 


Workshops for the Handicapped: An An- 
notated Bibliography covering the period 
1955 to June, 1964, has been published by 
the Rehabilitation Counseling Program, 
California State College at Los Angeles. 
A free copy may be obtained from the 
National Association of Sheltered Work- 
shops, 1029 Vermont Ave., Suite 1102, 
Washington, D. C. 20005. 


Maryland’s Department of Health has 
published a new edition of A Guide Book 
Describing Pamphlets, Posters and Films 
on Health and Disease. This annotated 
reference to free and inexpensive health 
information material selected for general 
use includes sections on mental health, pas- 
toral counseling and mental retardation. 
The cost of the Guide Book is $1.00, with 
a special rate for orders in lots of 100. 
Copies may be ordered from the Office of 
Public Health Education, Maryland State 
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Department of Health, 301 W. Preston 
St., Baltimore, Md. 21201. 


A film titled Techniques of Nonverbal Psy- 
chological Testing has been produced by 
the International Film Bureau, Inc. The 
20-minute production, in color, is for sale 
at $195.00 from the Bureau, 332 S. Michi- 
gan Avenue, Chicago, Ill. 60604. 

Offering many features of special inter- 
est to psychologists and other disciplines 
working with both normal and handi- 
capped children, the film shows atypical 
psychometric techniques. It depicts psy- 
chologic evaluation of children who can- 
not be examined by such tests as the Stan- 
ford-Binet Scale or WISC because of very 
young age, loss of hearing, speech problems, 
other physical handicaps or foreign culture 
backgrounds. 

The clinical film report and observations 
feature Karol Fishler, Ph.D., chief clinical 
psychologist, and Richard Koch, M.D., di- 
rector and _ pediatrician-in-charge, Los 
Angeles Children’s Hospital, Los Angeles, 
Calif. 


The Family Institute announces that be- 
ginning January 1, 1965, the rental fee 
for its film In and Out of Psychosis will be 
reduced from $50.00 to $25.00. For in- 
formation on this film and the production 
Enemy in Myself, write to The Family 
Institute, 43 E. 78th St., New York, N. Y. 
10021. 


IN MEMORIAM 


Winfred Overholser, M.D., who retired 
in 1962 after 25 years as superintendent 
of St. Elizabeths Hospital, Washington, 
D. C., died October 6 at the age of 72. 
Under Dr. Overholser’s guidance the 
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hospital pioneered in the use of numerow 
therapeutic agents and techniques, includ 
ing group therapy, tranquilizing drugs and 
psychodrama. 

It also developed into a training center 
for psychiatry, internal medicine, surgery, 
dentistry and psychology as vell as a train 
ing ground for theological students and 
clergymen. 

Dr. Overholser, a native of Worcester, 
Mass., was graduated from Harvard Uni- 
versity in 1912 and received his medical 
degree from Boston University in 1916. In 
1962 he was awarded the alumni medal 
from Boston University for distinguished 
public service. 

He had been commissioner of the Mass 
chusetts Department of Mental Diseases 
served on the Boston University staff and 
worked closely with the National Commit 
tee for Mental Hygiene, forerunner of the: 
National Association for Mental Health 

Dr. Overholser was among the leaders 
in the medical profession in the fight for 
recognition of alcoholism as a major d 
sease. He was also ahead of his time 18 
considering the problems faced by agi'g 
Americans, and throughout his life fought 
for improved care for all the mentally ill 

He was the author of two well-recet 
books, Handbook of Psychiatry, WiU 
in 1947, and The Psychiatrist and the Lait; 
written in 1953. 


* * * 


Helen Robinson, M.D., former chief 0 
psychiatric services of the New York Cit} 
Children’s Court, died October 28, 1 f 
at the age of 88. She was the widow 
Dr. William P. Montague, professor 
philosophy at Columbia University: P 
She retired from the Children's C° 
in 1952 after 35 years of service. 
she had helped thousands of troubled A 
delinquent children. On her retirem®! 


l 


Presiding Justice John Warren Hill of 
Domestic Relations Court said that Dr. 
Montague had changed the whole approach 
to psychiatric treatment of children. Un- 
der her direction the staff of the court's 
psychiatric service grew from 3 to 30 psy- 
chiatrists, psychologists and social workers. 
She established a treatment clinic in 1938, 
organized a citizens’ committee to raise 
funds for it and operated the new facility 
so successfully that at the recommendation 
of the New York Academy of Medicine and 
the New York Bar Association, the city 
took over its financing in 1946. 

Dr. Montague was active also in work- 
ing for the welfare of unwed mothers. She 
was director of Inwood House, a home 
for unmarried mothers, from 1925 to 1950. 
Born in Cambridge, Mass., she received 
her medical degree from Woman's Medical 
College in Philadelphia and studied for 
‘wo years in the psychiatric division of 
Bellevue Hospital in New York City. 


* + œ 


Alexander Krinsky, a clinical psychologist 
and executive director of the Association 
cd the Improvement of Mental Health in 

ew York City, died November 20, 1964, 
at the age of 48, 


a Krinsky practiced in New York and 
edu ewark, N. J. He directed courses in 
te es for marriage and other subjects 
in public, for teachers and for labor 
life a For the last six months of his 
he Siia the mental health counselor on 
Mı ‘Sie program “Ask the Expert.” 
fà ra insky had been vice president of 
a ag for the Improvement of 
al Health until April, 1964, when he 
agency €xecutive director. The nonprofit 
fee serves metropolitan New York and 
Jersey, 


“Was also consulting psychologist with 
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the health education department of the 
Presbyterian Hospital in Newark and a 
former consultant with the New York State 
Division of Parole. 

He received his B.S. degree from New 
York University and his M.A. from Colum- 
bia University. 
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LEONARD F. SALZMAN, Pu.D. 
ROBERT H. GOLDSTEIN, Px.D. 


Studies of medical student 


attitudes toward mental illness 


The effective practice of medicine is de- 
Pendent not only on a broad fund of 
ae knowledge and specific technical 
ills; it also demands a fine sensitivity to 
interpersonal factors which influence 
al way the physician responds to and, in 
eS —_— to by the patient who 
iy TA The nature of the doctor- 
in rel ationship which a physician es- 
es is inevitably related to the fun- 


da; ; 
mental attitudes he brings with him into 


is situation. 

us, the development of certain atti- 
a basic component of the process 
i TSR education, While this factor 
among ae universally acknowledged 
a ical educators, it is only recently 
x Sn r effort has been directed toward 
Ra he of the way in which attitudes per 
J “¢veloped and changed during medi- 

EE 3,4,5,6, 8, 
ete at psychiatry is one in which 
Particular] a and attitudinal variables are 
Y significant. It is therefore im- 


tudes 
of m 


portant to understand something of the 
belief systems and attitudinal dispositions 
held by students as they are exposed to 
medical education. Since there has been 
rampant in our society so much half-truth 
and partial knowledge concerning mental 
illness, teachers of psychiatry often assumed 
that in their teaching they must not only 
impart a great deal of new information; 
they must also modify many negative atti- 
tudes which result from considerable mis- 
information. Increasing awareness of 
mental health issues in the population at 
large, as reflected in growing governmental 
interest in and support of mental health 
research, may, however, have resulted in 
better general understanding of mental 
health matters in recent years. 

The purposes of the present study were: 
(1) To investigate some dimensions of stu- 


ee 


Both authors are assistant professors of psychiatry 
(psychology), University of Rochester School of 
Medicine and Dentistry, Rochester, N. Y. 
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dent attitudes toward and beliefs about the 
mentally ill; (2) To observe the course of 
these attitudes and belief systems during 
medical school training; furthermore, (3) 
An assessment was made of the avowed atti- 
tudinal goals toward which psychiatric edu- 
cation in this school is directed; also, (4) 
The relationship between these goals and 
actual attitude change was explored. 


METHOD 


The present study was designed as both a 
cross-sectional and longitudinal study of 
attitudes among medical students. We 
shall present here only the cross-sectional 
data collected thus far. Data on longitu- 
dinal changes are still being collected and 
will be reported subsequently. 


SUBJECTS 

Formal teaching in psychiatry is given dur- 
ing each of the four medical school years 
at this institution. During both of the first 
two years, two hours per week are devoted 
to preclinical didactic courses in psychiatry. 
Four-week clinical clerkships in psychiatry 
are given in both the third and fourth 
years. 

A total of 172 students, distributed 
among three of the four year levels, partici- 
pated in the attitude survey. Sixty-nine 
first-year students were tested during their 
first week in medical school (i.e, before 
they had received any formal psychiatric 
education). A different group of 51 stu- 
dents were tested at the end of their second 
year (i.e., after two years of preclinical psy- 
chiatry). Fifty-two other students were 
tested at the end of their fourth year (i.e., 
after two preclinical years and two clinical 
clerkships in psychiatry). 

Fifty-five members of the psychiatric 
teaching staff, including both full and part- 
time senior faculty psychiatrists and resi- 
dent staff, were also asked to respond to the 
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attitude questionnaire. Staff members wes 
requested to indicate on these scales th 
attitude position which they felt “shoul 
be taught and encouraged” in medical s 
dents. The extent to which such a se 
sponse set was influenced by the staff's ow 
attitudes was not directly investigated, be 
our primary interest was in the avowed 
attitudinal goals of psychiatric teaching i 
this department. 


ATTITUDE MEASURES 


Assessment of student attitudes was camie 
out by means of two attitude scales inos 
porated into a single questionnaire booklet 
The first of these scales was the Opinion 
about Mental Illness (OMI) develope! 
by Cohen and Struening?. This sale 
which has been used with some success fit 
the measurement of such attitudes in? 
variety of populations, is made up of # 
Likert type items. These items consist d 
statements concerning the course, descrip 
tion, treatment and prognosis of mental il 
ness. Respondents indicate the extent M 
which they agree or disagree with œ 
statement in terms of the following *#* 
point scale: 


. Strongly agree. 

Agree. 

- Not sure but probably agree. 

. Not sure but probably disagree. 
- Disagree. 

. Strongly disagree. 


The number preceding each a 
position also represents the score value 
signed to that position. Factor analysis 
this scale has consistently identified 
attitudinal dimensions underlying 
scale items12, These factors have 
labeled: vit 

I. Authoritarianism: Agreement p 
this attitude reflects a tendency 
see patients as impulse ™ 


dangerous and lacking in moral 
strength. 

Il. Unsophisticated Benevolence: Agree- 
ment with this attitude reflects a 
tendency toward kindly paternalism 
toward patients. 

TH, Mental Hygiene Ideology: Agree- 
ment with this attitude reflects a 
liberal humanitarian social outlook 
toward the mentally ill. 

IV. Social Restrictiveness: Agreement 
with this attitude implies willing- 
ness to restrict the activities of 
mental patients during and after 
hospitalization. 

V. Interpersonal Etiology of Mental 
Illness: Agreement with this attitude 
reflects an emphasis on the impor- 
tance of childhood experience, with 
etiological significance being attrib- 
uted to early deprivation experi- 

a ences. 

The second instrument utilized was 
the scale developed by Nunnally 7, which 
Measures 10 factorially derived dimensions 
attitudes toward mental patients. 

The items of the Nunnally scale are 

Likert type items, and these statements 
í rated on an identical six-point 
“Strongly agree” through “strongly dis- 
Agree” scale. The 10 dimensions of the 
Nunnally scale which are listed below are 
bed in terms of the position implied 
by agreement with the items comprising 
Me factor: 

_ LA belief that the mentally ill look 

` and act differently. 

IL A belief that the mentally ill are 
deficient in will power. 

II. A belief that women are more sus- 

ceptible to mental illness than 

E. men. 

K IV. A belief that mental illness can be 
. Prevented by the avoidance of mor- 
P bid thoughts. 
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V. A belief that guidance and support 
are important in both the preven- 
tion and treatment of mental ill- 
ness. 

VI. A belief that the outlook for the 
mentally ill is a hopeless one. 

VIL A belief that environmental fac- 
tors are more important than dy- 
namic intrapsychic variables in the 
causation and treatment of mental 
illness. 

VIII. A belief that mental illness is not 

a serious personal or social prob- 
lem. 

IX. A belief that older people are 
more susceptible to mental illness, 

X. A belief that mental illness is pri- 
marily organic in origin. 

Students were examined in groups and 
were asked to respond to these scales as 
frankly and spontaneously as they could. 
Anonymity was guaranteed to the respon- 
dents. While participation in the attitude 
survey was voluntary, considerable effort 
was directed toward obtaining as full a 
sample of the selected student groups as 
was possible. At least 75 per cent of the 
total class membership was examined in 
each of the three classes. Faculty responses 
to the questionnaire were also solicited on 
a voluntary basis, and a yield of approxi- 
mately 80 per cent of the total psychiatric 
staff was obtained. 


RESULTS 
Scores on each of the factors for each of 
the two attitude scales were computed for 
each subject. Mean scores for each factor 
were then derived for each of the three 
student groups and for the faculty goal 
statements. The possible range of scores 
for each mean factor score is from 1 to 6, 
corresponding to the 6 agreement-disagree- 
ment positions of the items. 

For each factor, analyses of variance 
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were performed on the mean scores of each 
of the three student groups. For those fac- 
tors on which a significant F was obtained, 
t tests of the differences between mean 
scores of the three student groups were 
calculated. Furthermore, for those same 
factors, the difference between each stu- 
dent group's score and the faculty goals 
score was examined by means of t tests. 
On those factors for which the analysis of 
variance did not indicate significant differ- 
ences among the student groups, the com- 
bined mean score of the three student 
groups was compared with the faculty- 
goals score by t tests. 


I. Differences Between Medical School 
Classes. 


OMI 

On factors I through IV there were no 
significant differences in attitude score be- 
tween any of the three student groups. For 
Factor V, Interpersonal Etiology, there is 
a significant difference between scores ob- 
tained by entering freshmen compared 
with scores of both second and fourth-year 
students. Both second and fourth-year 
students agree more with the concept of 
interpersonal etiology than do freshmen. 
The apparent point of difference occurs 
between freshmen and the second-year stu- 
dents. While fourth-year students con- 
tinue to show this difference, these latter 
students do not display evidence of further 
difference as a function of the clinical clerk- 
ship, but merely maintain the position 
achieved by the second-year group. 


Nunnally Scale 

No significant differences were obtained 
between scores of any of the three student 
groups on factors I, II, IV, V, VI, VII, X. 

For Factor II, Sex Distinction, there is 
a significant difference between the second 
and fourth-year levels, with the fourth- 
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year students tending to agree more 
the idea that women are more suscepti 
to mental illness than are men. 

On Factor VIII, fourth-year students pa 
ceive mental illness as being significantly 
more serious than do freshmen. A tre 
in this direction is also observed in the see 
ond-year students but the difference dé 
not become significant until the fourth yest 

Factor IX also yields a significant difi 
ence between freshmen and second-yeat 
students. Second-year students disagrt 


more strongly with the idea that older pee 
ple are more susceptible to mental illnet 
This trend is not sustained, however, ii 
the fourth-year group, whose scores are mi 
significantly different from the freshme 


II. Comparison of Students and Facult 
Goals 


OMI 


Factor I—Authoritarianism: Compared 
with the avowed goals of the faculty, 
dents as a whole are significantly less anii 
authoritarian than the faculty believes tg 
should be. Nevertheless, the actual sa 
position of all three student groups "$i 
sents a relatively strongly antiauthoritat 
ian attitude. y 

Factor II—Benevolence: The combi 
student group is significantly more ' 
olent in their attitudes compared with i 
faculty goals in this area. However, 0 
the faculty goal position and the act® 
student position fall toward the relativ® 
benevolent pole. x 

Factor I1l—Mental Hygiene Ideologi 
The position held by the combined stude 
group is significantly different from 4 
goals of the faculty. Students are less j 
ceptant of the mental hygiene ideology A 
proach, although still relatively accep 
of this position. 

Factor IV—Social Restrictiveness’ 


dents are significantly more in agreement 
with the concept of social restrictiveness 
for mental patients than the faculty would 
like them to be. Again, however, their 
actual scale position falls toward the pole 
of disagreement with this idea. 

Factor V—Interpersonal Etiology: Atti- 
tudes of the freshmen group on this factor 
are not significantly different from the posi- 
tion on the question represented by the 
faculty goals. In the second year, however, 
wudents are significantly more in agree- 
ment with the concept of interpersonal 
etiology than the faculty would prefer, and 
this trend is continued into the fourth year. 
That is, the direction of change is away 
from the faculty goal position, with student 
‘ores initially being no different from the 
faculty goals and significant movement oc- 
curring toward greater acceptance of this 
position than the faculty would anticipate. 


Nunnally Scale 


Factor I: Students differ significantly 
from the faculty on this factor by disagree- 
ing less with the idea that mental patients 

and act differently from other people. 
Nevertheless, their position on the scale 
sil represents considerable disagreement 
with this idea. 

Factor II: With reference to this factor, 
Students disagree significantly less with the 
idea that will power is a major force in 
mental illness than the faculty feels would 

the ideal Position. 

nap Ill: The goal expressed by the 

culty for this factor is one of relative neu- 
ality but with a slight tendency toward 
ent with the idea that women 
hay Susceptible to mental illness. 
on. the three student group shows a 
ear z on this variable significantly differ- 

o the faculty’s goals. 

r IV: The combined student group 
toward the pole of disagreement with 
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the importance of avoiding morbid 
thoughts, but their position is one of sig- 
nificantly less intense disagreement than 
the faculty would like to see. 

Factor V: None of the three student 
groups expresses an opinion that is signifi- 
cantly different from the faculty's goals on 
this attitudinal dimension. The general 
attitude is one of relative neutrality but 
with some tendency to disagree with the 
importance of guidance and support. 

Factor VI: The combined student group 
takes a position not significantly different 
from the faculty's goals in this area. All 
disagree rather strongly with the idea that 
mental illness is a hopeless condition. 

Factor VII: Students take a position 
significantly different from the faculty's 
goals on this variable. The faculty would 
prefer to see moderate disagreement with 
the idea that environmental influences play 
a major role in the cause of mental illness, 
but the combined student group takes a 
position of only relative neutrality, with 
some mild tendency toward disagreement. 

Factor VIII; The faculty would like stu- 
dents to disagree strongly with the idea 
that mental illness is not a serious matter. 
Entering freshmen take a position of sig- 
nificantly less intense disagreement with 
this idea, but in the second-year group and 
in the fourth-year group students are at 
a point where they also strongly disagree 
with this idea and are not significantly 
different from the faculty’s goals. 

Factor IX: In none of the three student 
groups is there a significant discrepancy 
between the students’ actual position and 
the goal of the faculty; i.e., an attitude of 
slight disagreement with the idea that 
older people are more susceptible to men- 
tal illness. 

Factor X: The position taken by the com- 
bined student group is one of mild dis- 
agreement with a primarily organic orien- 
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tation with regard to the etiology of mental 
illness. This position of the students is 
significantly different from the more in- 
tense disagreement that the faculty would 
prefer students to show. 


DISCUSSION 


In view of the large number of compari- 
sons presented in the preceding section, no 
attempt will be made here to review or 
summarize our findings in detail. Instead, 
we shall comment on certain general 
trends or conclusions which seem to emerge 
from the data. 

It should be pointed out that, while 
certain statistically significant differences 
were obtained among the three student 
groups and between the student groups 
and the avowed faculty goals, the actual 
size of many of these differences was often 
not very great. In many cases a relatively 
minor shift in scale position constituted a 
significant difference because of the rather 
low variance of student scores on certain 
factors. While these differences are cer- 
tainly significant in the statistical sense, it 
is possible that they do not reflect major 
differences in actual attitudes, 

An examination of the attitudinal posi- 
tions adopted by our students reveals that 
this population expresses attitudes in the 
mental health area which are relatively 
“enlightened” in nature. Even among en- 
tering medical school freshmen, who have 
had little formal exposure to the realities 
of mental illness, one can observe little 
absolute difference between the attitudes 
they hold and the attitudes the faculty 
would like students to profess at the end 
of four years of undergraduate psychiatric 
education. 

In this data we see little evidence of the 
“negative stereotypes” regarding mental 
illness which have generally been assumed 
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to exist in the population at large. Whi 
this may reflect increasing sophisticaties 
with reference to mental health isea 
among college-educated individuals, it # 
also possible that our student populations | 
may be a somewhat selected one. Th 
choice of a career in medicine may in 
self be associated with relatively humar 
istic and nonpunitive attitudes toward i 
ness of any sort. 

Moreover, this may be even more char 
acteristic of the students we have invest 
gated at this medical school, since it is not 
inconceivable that their choice of thi 
school may have been influenced in part b 
their prior knowledge of the role psychiatry 
plays in our curriculum. It would be al 
interest to undertake comparative studis 
with these instruments, of students at othe 
medical schools or of students in othe 
fields of graduate study at this institution 

While our data indicate that certain sif 
nificant differences in attitude can be ob 
served among the three class levels exi® 
ined, we are impressed by the fact that 1 
the vast majority of attitudinal areas me 
ured little evidence of major differen 
could be seen. It would appear that the 
total impact of medical school on attitude 
in this area is something less than a PY 
found one. ae 

It must be emphasized that, while * 
might appear we have been discussing 
“changes” over the four-year period, this 
is only inferential since a cross-sectional af 
proach was utilized throughout. We have 
assumed, however, that the three clas 
studied yielded a representative sample n 
student opinions at the three points 1m 
gated and, hence, differences among d 
groups may be felt to be indicative | 
changes occurring in the course of a 
school. Current longitudinal invest! Le 
are designed to cast further light 0? 
issue. 


yi three different year-levels of 
al school responded to two instru- 
signed to assess attitudes toward 
l health issues. Attitudinal goals of 
ty teaching were also collected. Evi- 
‘certain attitude changes over the 
irs of medical school was presented 
lationship of student attitudes to 
y goals was examined. A relatively 
ghtened” set of attitudes toward men- 
ess was observed in medical students 

els. In general, attitudes in this 
appear to be profoundly modi- 
tudents’ experiences in medical 
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In search of the missing link 
between social change and social work: A 


Canadian experience in Action for Mental Health 


SOCIAL WORK, AN 

AMBIGUOUS CONCEPT 

Is it unjustified to say that public discus- 
sions of what we so wishfully call welfare 
programs usually arise only as short-lived, 
emotional outbursts when a tragic incident 
has happened to catch the fancy of the 
press? 

Judging from the public reaction on such 
occasions, there seems to exist little con- 
sensus about how the social agencies actu- 
ally administer the millions * spent on the 
services of the modern states. Are social 
workers obstructing social progress and jus- 


Miss Orno has served as a social worker in various 
institutions in Europe and Canada. She is presently 
living in Vancouver, B. C., Canada. 


1 In 1959 Canada spent about $1,201,800,000 on social 
welfare. It was 9.1 per cent of the national income. 
Britain spent 10.7 per cent, the U.S.A. 5.4 per cent, 
Sweden 11.5 per cent, France 18.5 per cent. 

2 Wootton, B., Social Science and Social Pathology. 
Macmillan & Co., New York, 1959, p. 271. 
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tice by inert adherence to established de 
partmental policies and values? Are social 
workers the official do-gooders whom ouf 
affluent society needs either as scapegoats of 
high priests for an organized cult of 
truism? Or are social workers a dangerols 
collection of social rebels who are squander 
ing public funds by rewarding the wrong 
kind of human behavior? Social workers 
have, of course, tried to answer these og 
tions by grandiose definitions of their a 
ties, which, as expressed by Barbara wo 
ton, “if taken at their face value, involv 
claims which verge upon omniscience an 
omnipotence.” ? 


THE CANADIAN WEST AND 
ITS WELFARE PROBLEMS E 
In British Columbia, Canada, just “ 
Christmas, a red-haired, Irish mo A 
three, a governmental wor : 
sparked a welfare controversy which ma 
the headlines. By-passing the “sacte 


cs 
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cal channels of communication, she de- 
scribed in an open letter to the Minister of 
Welfare some of the social problems which 
presently are receiving no or little attention. 
During boom-times, when prosperity is the 
all-important goal, there is a tendency to 
ignore those who are falling along the way- 
side during the trek to the “Promised 
Land.” However, the present dearth in 
British Columbia of social provisions for 
social needs is difficult to accept. Twenty 
years ago, British Columbia was the leading 
Province, with an unusually good record of 
success in integrating its economic expan- 
sion and with progress in its welfare serv- 
ices. The contemporary regression raises 
the question: who can be blamed? Imagine 
the impact if every one of the approxi- 
mately 600 social workers from all corners 
of this vast * 366,255 square-mile burgeon- 
ing province followed the unprecedented 
example of their colleague, and one-by-one, 
day-by-day provided the public with a de- 
tailed, grassroots and up-to-date account of 
the lag between social resources and social 
needs? But—would they? Could they? 
Dared they? And cared they? 


IN SEARCH OF THE CULPRIT 


A dose observation of the social services in 
general will find that a double-headed mon- 
ster is preventing social work from becom- 
img an accountable as well as an enabling 
factor of our social fabric. Social service 
ET and their theoreticians show 
Phan reluctance or rather avoidance of 
c investigations of the effect of their 
Pas Secondly, social workers’ bond- 
neti ee ane line-serfs in bureaucratic 
Tia ibits if not eliminates their par: 
Ses n as citizens and professionals in 
a oo social action. 

ire, 1n one welfare field, namely in the 
Mental health, do we find signs of 
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coming enfranchisement. The momentum 
toward a fusion of governmental and local 
responsibility for mental health services as 
well as the creation of a therapeutic milieu 
in psychiatric treatment centers relies on 
frank communication between all levels of 
social and medical services about the meth- 
ods and results of treatment programs. As 
“a nation’s mental health relates to its whole 
spectrum of social living,” 5 an examination 

of the factors responsible for these trends in 
the mental health organizations might help 
to clarify where or what the void is between 
social work and social change by asking— 
who is promoting the progress? 


ACTION FOR MENTAL HEALTH: 
AN INTERNATIONAL CONCERN 


In England, the mental health movement 
has been advanced considerably in the last 
20 years by the intelligent co-operation be- 
tween the medical and the legal professions 
in changing existing social and medical leg- 
islation. Now it is the duty of the different 
levels of mental health workers to adjust 
their practices according to the enlightened 
mental health act of 1959. 

In the U. S. A., by a lucky coincidence of 
political receptiveness and outstanding sci- 
entific leadership in the field of the behav- 
ioral sciences, the all-inclusive program, Ac- 
tion for Mental Health, was inaugurated 
in 1962. With a Boy Scout-like enthusiasm, 
a reform spirit has been sweeping the 


8 Cassidy, H., Public Health and Welfare (Toronto: 
Ryerson Press, 1945). “More than in any other 
province, the Health and Welfare Services of B.C. 
are now integrated. . . . There is a new vigor in the 
system . . . and it appears to have a healthy capacity 
for further improvement,” p. 141. 

4 Britain: 50,874 square miles. Texas: 263,513 square 
miles. 

5 More for the Mind (Toronto: Canadian Mental 
Health Association, 1963), p. 205. A report of psy- 
chiatric services in Canada. 
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U. S. A. and is abolishing, bit by bit, the 
traditional patterns of custodial mental 
health care, while it is introducing the 
“therapeutic community” approach in 
methods of care as an expression of its faith 
and pride in democratic values. 

In Canada, multiple factors typical of a 
young emerging country tend to militate 
stubbornly against “heresies” * advocating 
national patterns of social or medical serv- 
ices. Not only is the nation split up into 
10 competing provinces, each jealously 
guarding its autonomy, but each village 
wants to run its own public affairs. Thus 
we find from coast to coast a variation of 
unequal systems of welfare services based on 
a strong trust in the grass-roots method of 
social development and local economic 
control. 

It was, therefore, a daring challenge to 
traditional Canadian social thinking when 
eight Canadian psychiatrists in April, 1963, 
published More for the Mind, a review of 
principles for methods of psychiatric care 
which would be applicable on a nationwide 
scale and involve all levels of public and 
private mental health services. The report 
was sponsored by the Canadian Mental 
Health Association, whose National Scien- 
tific Council had studied the present 
pattern of Canadian mental health services 
over a five-year period. Although the Ca- 
nadian Mental Health Association had for 
over 40 years propounded similar progres- 
sive plans in numerous surveys and reports 
to governmental officials, it was the first time 


6 The Constitution of Canada is laid down in the 
British-North American Acts of 1867. The proy- 
inces are responsible for welfare services as such, but 
the actual social service system is administered lo- 
cally. However, the generality of such problems as 
unemployment, family-allowance, and old age pen- 
sions have gradually forced the federal and provin- 
cial governments to contribute toward the cost as 
well as the administration of these programs. 
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in Canada’s history that medical profes 
sionals and a group of lay people had ex 
pressed to the public their advanced view 
about methods of care while these methodi 
were still objects of contention among tht 
members of the community. 


A SEARCH FOR SOCIAL 
WORK CONTRIBUTION 
It is my observation that the importano 
and the implications of this document # 
well as the social action which produced i 
have not reached the awareness of the Ge 
nadian social workers. A quick look at thë 
message of More for the Mind, as well as its 
reception among the West Coast's sodal 
workers, will demonstrate what I mean. 
The methodological principles outlined 
in this study indicate the psychiatrists’ @® 
did and progressive understanding of the 
need for unity of medical and social action, 
Fully aware of the public's feelings about 
the social aspects of mental illness, the Tf 
port states frankly that this pathology 
“should be dealt with in precisely the sm 
organizational framework as physical 
ness,” in order that the same attitude G® 
be brought to prevail between the mentali 
ill patients and their doctors as exists in any 
other form of illness. d 
Whatever the specific medical issue 1 
there are always concomitantly present ir 
terpersonal and social problems which, ® 
to speak, belong to the pathological sj 
In the case of mental illness, 
behavioral aspects are, of course, of evel 
greater importance. It is therefore mant 
tory that psychiatric services be 6i 
lished in the community where the patienti 
live, that custodial and segregational mi 
ods of care gradually be abolished, and that 
the closest co-operation among meaa 
personnel provide the patients with con™ 
nuity of care in their home environm' 
In order to create an integrated net 
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of services, the report recommends the es- 
tablishment of local mental health councils 
whose members should represent a wide 
range of agency officials, behavioral scien- 
tists and civic representatives. 

Assuming that the factors mentioned 
above would be grist for the social work 
mill, I had expected a veritable stampede of 
social work support for More for the Mind. 
But here in the West social workers have 
received the report with incredible disinter- 
ot My admittedly very limited attempts 
to solicit support for, or at least opinions 
about, this scheme for a necessary reform 
of our present patterns of mental health 
services have been a depressing experience. 
1 have received all the old biased or non- 
committal replies which connote conven- 
tionality, such as, “Sure, I read about it in 
the Papers, the psychiatrists in private prac- 
tice have always been fighting public serv- 
ees,” or “The community doctors will al- 
Ways have to commit the disturbed patients, 
© somebody has to do the job without 
Giticism, because public debate about med- 
teal questions only upset the patients and 
their families,” or, “There is no one in the 
‘ommunity who can deal with disturbed, 
hostile or psychotic people; therefore the 

of the mentally ill need the protection 
of custodial care.” A few said, “I wonder 
how they will do it.” 


DO 


% SOCIAL WORKERS WEAR 


ME SORT OF BLINKERS? 

By rejecting or neglecting to study or be- 

some involved in principles such as those 

outlined in More for the Mind, the Cana- 
n social workers are demonstrating a 

on lack of perception of an undelayable 

‘ores to our Canadian mental health 


a has become of the breed of social 


“heal who were known as the only pro- 
nals who had vision enough to defend 


the democratic values that a century of 
industrial development had brought into 
jeopardy? Do social workers today wear 
occupational blinkers in order to keep go- 
ing in the old trot? Do they not realize 
that they are no longer alone, but that they 
are sharing their concern about welfare 
planning with many other relationship 
specialists? 

Furthermore, if they dare to look, social 
workers will find that some of the threat- 
ened social or cultural values which became 
fundamental principles of social work have 
lost their original meaning: for instance, 
the right to self-determination. We know 
now that the need of the individual must 
be understood in connection with the 
need of his reference groups. Ironically 
enough, we can find that personnel re- 
lations in great industrial concerns are 
more “behaviorally oriented” than some of 
our traditional social service agencies, whose 
policy manuals and annual reports, as well 
as the lack of feedback between different 
levels of authority, indicate an antedilu- 
vian stage of social developement. It is even 
more striking to discover in the year 1964 
that few schools of social work, social agen- 
cies and professional social work organiza- 
tions worry about their duty to account to 
the public for the results of their methods 
and consequently neglect to train and en- 
courage students and practitioners of social 
work to critical examination of traditional 
principles, to scientific curiosity, to collabo- 
ration with social scientists and to experi- 
mentation with current practices. 

Social work is a value-laden occupation. 
Social workers prefer values which promote 
stability and peace. Conformity to tradi- 
tional values and goals does promote sta- 
bility, but at the expense of flexibility, the 
necessary, at times anxiety-provoking, dy- 
namic linkage between past experience and 
future exploration and progress. 
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and work of schizophrenics 


The study to be described is a joint effort 
relating to Phase II of the Psychiatric Eval- 
uation Project (PEP). This is a study of 
schizophrenes drawn from twelve Veterans 
Administration hospitals and is focused on 
rehabilitation. We haye pooled our PEP 
sub-samples to evaluate particular “physi- 


The authors are associated with the Program Evalu- 
ation Staff (formerly Psychiatric Evaluation Project) 
of the Veterans Administration Psychiatry, Neurol- 
ogy and Psychology Service. John J. Blasko, M.D., 
is Director. He is presently with the National In- 
stitute of Health, Division of Research Grants. 
Dr. Morris is located at V.A. Hospital, Salisbury, 
N. C; Dr. Gordon at V.A. Hospital, Fort Lyon, 
Colo.; and Dr. Rosenberg at V.A. Hospital, Marion, 
Ind. 
The authors wish to thank the project social work- 
ers for their cooperation in the study: Clarence 
Groth, M.S.W., of Fort Lyon, Colo.; Charles F. 
Hansen, M.A. and Ernest V. Webber, M.S.W., of 
Marion Ind.; and Leo B. Larabee, M.S.S.W., of 
Salisbury, N. C. Special thanks are due Margaret 
P. Canupp, project secretary, V.A. Hospital, Salis- 
bury, N. C., for her many contributions. 
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Recreation, energy level 
cal” and recreational correlates of post-hos 


pital adjustment. It was believed that the 
use of patients from three rather dissimilat 
hospitals would add substantial generality 
to the findings. 

Many believe that mental illness is a ™ 
tinuum, anchored at one end by met 
health and at the other by mental disease 
Others have rejected this thesis. Herzberg 
and Hamlin,’ to cite one example, havf 
advanced a two-factor concept of men 
health. They contend that there are 
degrees of both mental health and sicknes 
and that both work and play contribute 
positively to the mental health dimensiot 
Hartmann 2 writes, “Among the charact® 
zations of mental health for practical pa 
poses, the best known is what Freud a N 
‘capacity for enjoyment and for work’, + « j 
Other investigators (for example, O 
have stressed the importance of energy ri 
in understanding human behavior. Ke 


present authors would agree that 1 
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over-all assessment of psychopathology only 
part of the mental illness story is told by 
the presentation of demographic and 
symptomatic factors. 

Previous research + %15 has highlighted 
the relatively low level of physical fitness of 
psychiatric patients. One comparison as to 
physical fitness was made between recently 
hospitalized schizophrenes and those hospi- 
talized for a relatively prolonged time.® 
Their respective “physical fitness indices” 
(PFI) were 59.56 and 54.70, whereas a PFI 
of 100 is considered average or “nor- 
mal.” 10,11 The authors® see this as sug- 
gesting a direct relationship between schizo- 
phrenia and “below-normal” physical fit- 
ness, irrespective of prolonged hospitaliza- 
tion. Further, Rosenberg and Rice 
demonstrated that on tests primarily meas- 
uring muscular strength and endurance, 
schizophrenic subjects scored significantly 
lower than did psychoneurotics, those with 
personality disorders, and normals. 
Others*.7 have found a positive relation- 
ship between a higher degree of psychopa- 
thology and length of hospital stay, and 
expressed preferences for “passive” recrea- 
tional activities, e.g. listening to music. Ex- 
Pressed preference for and participation in 
Vigorous” activities were inversely related 
to the above criteria. 

For a schizophrenic population, both 
the distribution of physical fitness and that 
of energy output are skewed towards the 
anergic half; most schizophrenics show 
marked Psychomotor ineptitude and lack 
of drive, At this time our level of ex- 
Pectation should be realistically low. The 
oe untrained observer, watching a group 
% schizophrenic patients at work or play, 
Would be certain that he was viewing 
Neither a corps of skilled machinists nor a 
‘ctimmage of the Chicago Bears. 

Although the study to be described is 
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primarily normative, the following hy- 
potheses were tested. (1) Expressed prefer- 
ence for active or vigorous recreation 
activities is associated with favorable post- 
hospital adjustment. Conversely, prefer- 
ence for non-vigorous or passive activities 
is associated with unfavorable post-hospital 
adjustment. (2) Active participation in 
recreational activities during hospitaliza- 
tion is a favorable prognostic sign. (3) An 
optimum level of energy and energy out- 
put is associated with favorable post-hospi- 
tal adjustment. (4) Recreation and energy 
variables are not highly correlated with 
demographic variables and mental status. 


SELECTION OF THE SAMPLE 

Our subjects were adult males in the proc- 
ess of being released from V.A, neuro- 
psychiatric hospitals. All had been staff- 
diagnosed as and had been treated for 
a schizophrenic reaction. Release was 
achieved by trial visit or a “maximum hos- 
pital benefits” type of discharge after a 
stay of at least sixteen consecutive days on 
a psychiatric ward. Eligible subjects had 
to be under 60 years of age, without treat- 
ment for tuberculosis during present hos- 
pitalization, free of significant physical 
disability and central nervous system pa- 
thology, and with no history of psychosur- 
gery. One hundred and seventy four 
patients met the selection criteria above: 
64 from Fort Lyon, Colo.; 41 from Marion, 
Ind.; and 69 from Salisbury, N.C. 


DESCRIPTIVE VARIABLES 

The sample is described in detail in Table 
1. 
The “mental status” item in Table 1 was 
abstracted from a symptom evaluation type 
of interview used by PEP psychologists 
and social workers. Examiner judgments 
were recorded on a rating scale. One of 
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TABLE 1 


Descriptive variables 
(Of the 174 subjects, 148 were white.) 


Median Mean Range 

Age (years) s8 37.90 18-55 
Height (inches) 69 68.81 63-77 
Weight (pounds) 177 177.12 108-252 
Educational level (years) 10 9.98 1-16 
Months of previous psy- 

chiatric hopitalization 27 50.87 1-290 
Mental status s 3.24 1-6 


(82 of the 174 veterans had never been married.) 


the scale items required an over-all estimate 
of degree of psychopathology. The in- 
structions for this item read as follows: 
“Irrespective of his (the patient's) estimate, 
and utilizing your own definition of men- 
tal illness, to what extent do you see the 
patient as presently mentally ill?” The 
item had six steps representing various de- 
grees of psychopathology: (1) Not at all, 
(2) Very slightly, (3) Somewhat, (4) Moder- 
ately, (5) Markedly, and (6) Extremely. 
(Comments in the paper pertaining to 
mental status refer to the scores on this 
scale.) 

The means and medians here are di- 
rectly comparable for all variables except 
total length of previous psychiatric hos- 
pitalization. This distribution is affected 
by a few individuals with disproportion- 
ately long histories of hospitalization. 


PREDICTOR VARIABLES AND 

TEST PROCEDURES 

The Recreation Preference Test:* Ten 
cards were presented. On each was printed 
the title of a recreation activity which was 
explained to the patient and illustrated by 
specific examples. The recreational cate- 
gories were: (1) Hobbies, (2) Music, (3) 
Reading, (4) Radio/Television, (5) Table 
Games, (6) Vigorous Indoor Sports, (7) 
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Quiet Indoor Sports, (8) Vigorous Out 
door Sports, (9) Quiet Outdoor Sports, and 
(10) Dramatics. The four “sports” cate 
gories comprise both individual and group 
activities; eg. playing baseball or going 
hunting would both qualify as vigorow 
outdoor sports. The term “quiet” dè 
scribes activities requiring very limited e 
penditure of energy; e.g. shooting pod 
would be considered a quiet sport. Que 
tions were encouraged and subjects were 
told that there was no time limit. Each | 
was asked to arrange the cards in onder 
with his most preferred activity at his lefi, 
next preferred to the right of the first card, 
etc, until he had all ten choices in the 
desired order. He was also shown à 
printed form listing the ten activities with 
the numbers 1 through 10 adjacent to each 
activity. He was advised to consult his at 


rangement and then circle the appropriate 


numbers. 

The Recreation Participation Scale. The 
ratings on this scale were based on the p® 
tients’ and therapists’ reports. 

When the preference test had been om 
pleted, the patient was asked to name 
specific activities he enjoyed and how mudi 
he enjoyed them. (The examiner 
his first three choices in order on the form) 
On the basis of the patient's remarks * 
score was given. Step 0 was used for mink 
mal participation under prodding; step l, 
minimal without prodding; step 2 1% 
than average; step 3, above averages 
step 4, enthusiastic participation. The aP 
propriate recreation or corrective therapist 
was asked to comment on the patient's © 
tivities during the past month. The a 
versation was relatively unstructured a" 
an attempt was made to elicit enough 1 
formation so that the therapist's Tê 
of participation could be rated by j 
authors on the same activity participat! 


" _ When both examiner’s and thera- 
t grades were available for a given 
‘the lower of the two was the final 


wh, Gait and Posture. Two six- 
mating scales measuring speech and 
and posture were developed to meas- 
subject's energy level or élan vital. 
thout the interview, the authors 
ed certain aspects of the patient's 
noted his posture and observed his 
he arrived and departed. In com- 
the scales, the only parameter rated 
; The cues were frequency, 
ntensity and amount. “How often 
Speak, with what volume, etc; 
sit erect, move about in his chair, 
The rating of 0 was given for “nor- 
optimal energy level; step 1, mildly 
nt energy output; step 2, moderate 
lack of energy; step 3, mild hypo- 
s Le, a mildly elevated energy out- 
Within normal limits; step 4, 
y elevated energy output, hypo- 
‘Step 5, severe or markedly increased 
tput. 
Scales reflected our interest in be- 
Manifestations; i.e. the content 
h did not enter into this rating 
ithological manifestations such as 
| postures and movements, per se, 
Considered.* 


ately nine months after the pa- 
the hospitals, they were visited 


Seales had been used previously at time 
On to the hospital. Since the present 
evaluated at the time of hospital re- 
ot surprising that no individual was 
» 5 on either scale. Copies of the 
Participation Scale and the scales for 
eat and posture may be obtained from 
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wherever they resided (hospital, foster 
home, home, etc.) by project social work- 
ers. Of the mass of information collected, 
two items were selected as criteria for this 
study: weeks not institutionalized (poten- 
tially available for work) and actual work. 

Weeks Not Institutionalized. Inter- 
views were conducted on the 260th day 
after departure from the hospital. The 
patient’s whereabouts and activities for 
each of the 37 weeks were determined. At 
one pole we listed those who did not spend 
as much as one week (four days) in any 
institutional setting (hospital or jail) dur- 
ing the 37 week period after leaving the 
hospital. The second group consisted of 
those who had spent one or more of the 37 
weeks in an institutional setting. We found 
115 veterans in the former category. 

Work. Why use work? Several meas- 
ures of community adjustment were con- 
sidered. The single datum that we felt 
most readers would accept and that could 
be objectively determined was whether a 
patient had worked after leaving the hos- 
pital. Several positively correlated esti- 
mates of this criterion were available. We 
selected a simple dichotomy—some work 
versus no work. Our minimal definition 
of work included situations such as 
sheltered workshops and work for non- 
relatives that might have involved remun- 
eration of only room and board. On this 
basis, 40 per cent were classed as workers. 
(Of the 69 workers, 36 had worked at 
least one-third of the weeks they were in 
the community and “full-time” for at least 
two weeks. This more conventional defi- 
nition of work would qualify only 21 per 
cent of the total sample as workers.) We 
assumed that the two criteria (weeks not 
institutionalized and work) would be posi- 
tively correlated, at least to a mild degree. 
This was not the case. 
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RESULTS 

The means for the ten preference test 
categories are given below. They are listed 
in rank order with the most preferred ac- 
tivity first and the least preferred tenth. 
The hyphenated numbers in parentheses 
following the means denote in order the 
number of individuals who selected the 
activity as first and tenth choice: Radio/ 
Television, 3.91 (32-5); Music, 4.88 (25-4); 
Reading, 4.77 (19-11); Quiet Outdoor 
Sports, 5.40 (16-8); Quiet Indoor Sports, 
5.48 (8-0); Vigorous Indoor Sports, 5.66 
(10-7); Vigorous Outdoor Sports, 5.67 (29- 
23); Hobbies, 5.68 (21-16); Table Games, 
5.79 (10-7); and Dramatics, 8.30 (4-93). 
Note that many activities are clustered in 
the median range and that Dramatics is 
definitely not preferred by our group; over 
58 per cent of the individuals ranked Dra- 
matics tenth, Radio/Television was the 
most frequent first choice and also the most 
frequent second and third choice. 

Weeks Not Institutionalized. Only one 
item from the preference test related to 
the dichotomous criterion of weeks not 
institutionalized: Vigorous Indoor Sports. 
The group remaining out of institutions 
for 37 weeks had a lower mean preference 
for this activity than the group out 36 
weeks or less. A t ratio for this mean 
difference, 2.37, was significant at the one 
per cent level. 

The recreation participation score, 
speech, and gait and posture showed only 
slight association with the weeks-not-insti- 
tutionalized criterion. The less deviant 
groups, in terms of these three measures, 
were more apt to remain outside an insti- 
tutional setting for the entire 37 weeks, but 
no measure approached statistical signifi- 
cance. 

For this criterion, three of the preference 
test items reached an acceptable level of 
statistical significance. We entertained no 
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TABLE 2 


Work 

(N=69) (Nast 

Workers Nonworkew 

means* meani 
Hobbies 5.42 5.5 
Music 4.28 45 
Reading 4.67 1% 
Radiojtelevision 3.0 3a 
Table games 6.49 5.38 
Vigorous indoor sports 5.41 5. 
Quiet indoor sports 5.83 5.8 
Vigorous outdoor sports 4.64 6M 
Quiet outdoor sports 5.42 59 
Dramatics 8.91 72 


———&&@@QGe“ 
* The lower the mean, the more preferred the activity, 


hypothesis that would account for the find 
ing on Dramatics, but the results for Tabl 
Games (passive) and Vigorous Outdoš 
Sports (active) are as predicted. (Beam 
of the low preference rating of Dra 
its negative relationship to Vigorous O# 
door Sports and its positive 
with Table Games, it Kill not be used # 
other comparisons). K 
Only three of the activities were statist 
cally significant. The test discri 
best at one or both extremes of the sep? 
rate distributions; i.e. the first and 
and/or the ninth and tenth choices 
the most information. 
Albeit post hoc, the Recreation Prefer 
ence Test could be our single best 
tor of work. We do not ascribe a on 
relationship to the preference test ee 
and recreation participation. Some da 
selected table games as their first or St 
choice may have been revealing an anes 
passive, or sedentary orientation (“ passive” 
group) and not professing a zeal on 
ing bridge. Conversely, many who all 
vigorous outdoor sports first or seco 
or table games ninth or tenth were pa 
ably professing a lack of interest im 


recreation activities (" 
) rather than a love of mountain 
ing. There were 53 men in the “pas- 
ive” group above and only 9 were workers; 
he “non-passive” group, 31 of 56 had 
; of the remaining 65 “indeter- 
ie” patients, 29 had done some work 
the 260 day follow-up period. 
ation Participation Seale. The 
mean for recreation participation 
(%11 with a median of 2 and a range 
0. 
h. The distribution of scores for 
Eh was: Step 0, 106 cases; step 1, 34; 
2, 24; step 8, 8; and step 4, 2 cases. 
grouping (gait and posture also) is 
ly weighted with “retarded” or anergic 
duals, 
Or speech, and gait and posture the 
" group was rated at steps 0 and 3 
he “deviant” group at steps 1, 2 or 4, 
relationship of speech to the work 
on was highly significant: 


Workers Non-workers N 
57 57 14 
12 48 60 
69 105 174 


and Posture, The distribution ob- 
d for gait and posture showed at step 
» cases; step 1, 37; step 2, 22; step 3, 
step 4, 1 case, 

Ne association of this variable with work 


Workers _ Non-workers N 
57 57 4 
12 48 60 
69 105 174 


One sense, the preference test and 
=! and gait and posture are opposite 
+ OF the same coin, In the discussion 
1€ preference test, we hypothesized that 
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should be pointed out that all were “valid” 
for the three hospitals separately. That 
is, all results were in the ge: direction 
at each ital though not always sta- 
tistically re bs Thus the findings 
for each predictor were, in effect, replicated 
twice. Although other measures might 
have done as well or better, we can be 
quite definite that whatever is being as- 
sayed, call it élan vital or what you will, 
is definitely related to work behavior and 
this relationship is not dependent on the 
definition of work. i 
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INTER-PREDICTOR RELATIONSHIPS 


The intercorrelations between the several 
predictors are given in Table 3. For these 
comparisons we included only the two 
most significant predictors from the prefer- 
ence test—Table Games and Vigorous Out- 
door Sports. Both preference test items 
have been dichotomized as follows: one 
group is made up of those individuals who 
ranked the item as first or second choice 
and a second group of those who ranked 
the item as ninth or tenth choice. All 
other dichotomies are the same as those 
used in the results section. 


TABLE 3 
Intercorrelations: Predictor variables 
(Phi Coefficients) 

(2) (3) SHI (5) 
(1) Table games 45° 14 24 41% 
(2) Vigorous outdoor 
sports ne Zee zoe age 
(3) Recreation participa- 
tion scale ee ney 16" 23> 
(4) Speech oy ty peti 72° 


(5) Gait and posture 


a Significant at .05 level. 
» Significant at .01 level. 
© Significant at .001 level. 


The correlations between the recreation 
and energy variables are, for the most part, 
only moderately high; but speech, gait and 
posture are redundant, i.e. highly corre- 
lated, approaching the maximum possible. 


DESCRIPTIVE AND PREDICTOR 
VARIABLE RELATIONSHIPS 

We are left with at least one unanswered 
question, “Are the recreation and energy 
variables relatively independent of the de- 
scriptive variables?” As part of this study 
we aimed at demographic parameters of 
supposed relevance but it was not our 
purpose to investigate them per se. 
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Only one of the eight descriptive varh 
ables was related to the weeks-not-instity 
tionalized criterion and that was marital 


status. The distribution is as follows: 
Weeks not institutionalized 
36 weeks 
Marital status 37 weeks or less N 
Never married 62 20 g 
Other marital status 53 39 g 
115 59 1H 


This probably results from the fact that 
this criterion is contaminated by foster 
home placements. The older patients in 
our sample tend to have fewer close rele 
tives and longer periods of hospitalization 
The absence of close relatives and long-term 
hospitalization are both selective factors 1m 
foster home placements, and those in foster 
homes are less likely to return to the hospi 
tal. Of the 44 individuals in foster home 
on the 260th day, 36 (82 per cent) had been 
out of an institution all 37 weeks. Of the 
remaining 130, only 79 (61 per cent) vee 
out the entire period. The domicile of 
individuals (hospital or jail, foster home d 
half-way house, and other community 
status) 260 days after departure from the 
hospital was not significantly related t 
the work criterion. my 

Age, total length of previous psychiattie 
hospitalization and mental status all hye 
related to the work criterion. Education 
level approached statistical significan 
and will be included in the comparison 
that follow. Height, weight, race an 
marital status were not related to the Wee 
criterion, all correlations being essential 
zero. Age, length of hospitalization E 
educational level were dichotomized at F 
median. For mental status, the p 
average” group consists of those individu®’ 
who were rated at steps 1, 2, oF Son 
scale and the “below average” group 


sie for 
steps 4, 5, and 6. The distributions ! 


sE ERESE 2. 
n a e Se eee 
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these four variables in relation to the work 
qriterion are: 


Age Workers Non-workers N 
58 years or more 28 65 93 
37 years or less 41 40 81 

69 105 174 


Total length of 
previous psychiat- 


ric hospitalization Workers Non-workers N 
2% months or more 25 62 87 
2 months or less 44 43 87 
69 105 174 

Educational level Workers Non-workers N 
10 years or more 47 55 102 
Syears or less 22 50 72 
69 105 174 

Mental status Workers Non-workers N 
Above average 56 60 116 
Below average 13 45 58 
69 105 174 


There is a definite relationship between 
ing at or above the median weight and 
4 deviant score on, for example, gait and 
Posture. The median weight for our 
ample was 177 pounds (mean 177.12). 
Extrapolating from the weight chart of 
e Society of Actuaries,!4 the average 
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weight for males of our sample's mean age 
and height should be approximately 164 
pounds. Our group mean is 13 pounds 
greater than this. The average member 
of our group is 21 pounds above the maxi- 
mum permissible weight for an FBI agent! 
The weight (prior to leaving the hospital) 
for the 44 individuals domiciled in foster 
homes 260 days after leaving the hospital 
averaged 187 pounds. Being overweight 
could well be a factor in remaining in 
foster home placement; Ullmann # labelled 
those who showed the least progress but 
who were most apt to remain in foster 
homes “Sitters.” 

We turn now to the correlations between 
the descriptive and predictor variables 
(Table 4). Of the twenty correlations in 
Table 4 only five are statistically significant 
and those are at the 5 per cent level. It 
would seem that the assessment of recrea- 
tion and energy variables does add some- 
thing to the efficiency of our prediction; 
ie. the predictor variables do sample a 
different domain from that measured by 
the descriptive variables. The four best 
predictors of work are table games, vigor- 
ous outdoor sports, speech, and gait and 
posture. The lack of association between 
mental status and both speech and gait 
and posture is particularly noteworthy. 


TABLE 4 


Predictor - Descriptive variable correlations 
(Phi Coefficients), 


Educational Tot. previous NP 
Age level hospitalization Mental status 
Vignes 19 26 08 30" 
as Sudoor sports 22 07 13 258 
$ PA Participation scale 08 12 12 12 
Gait 17° 05 17* 05 
ie 17 13 12 00 


Significant at .05 level. 
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DISCUSSION 

Measures of speech and gait and posture, 
because of the nature of the cues employed, 
are definitely related to voluntary tempo 
(the majority of the subjects are quite 
slow-moving) and very probably associated 
with vigilance; i.e. these measures relate 
to motivation (incite, impel, move) in the 
most literal sense of the term. Very prob- 
ably they are to some extent negatively 
associated with the apathetic pole of the 
affect continuum. The measurement of 
apathy, per se, could have entered into 
our ratings on mental status; this possibly 
accounts for the fact that mental status 
showed the highest correlations with the 
predictors. Certainly it looks as if recre- 
ation preferences and performance and 
élan vital are aspects of ego strength and 
perhaps of as much importance as other 
more frequently discussed psychologic pa- 
rameters. At any rate, favorable ratings 
on our predictor variables would seem to 
be necessary if one is to score very high 
on Herzberg’s growth-achievement con- 
tinuum? 

We do not endorse any genetic theory 
of energy. Our correlational statistics tell 
us nothing of cause. Anergic processes are, 
at least to some extent, environmentally 
determined and reversible. We have 
simply highlighted one area that any com- 
plete psychologic evaluation should assess 
in order better to guide the mobile and im- 
pel the immobile. 

The easily obtained measures of energy 
and play could be of value, at one extreme, 
in the selection of rehabilitation candi- 
dates. Those patients at the anergic pole 
could be screened for possible placement 
in sheltered workshops or foster homes. 


SUMMARY 


Recreation preferences and participation 
and energy level of 174 schizophrenic pa- 
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tients, departing from three veterans ab 
ministration hospitals, were measured 
These variables were significantly related 
to work post-hospitalization. This rele 
tionship was felt to be partly independent 
of mental status and demographic factom. 
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education with police 


This report describes one of the important 
educational activities undertaken by a 
typical community mental health clinic: 
that of providing a mental health seminar 
for police. Justification for the broad edu- 
cative role of the community clinic has 
been fully elaborated upon by Bellak 1 and 
Caplan? However, the description of a 
specific experience with a particular care- 
giving agency may spotlight both the prob- 
lems and rewards implicit in such educa- 
tional activities. 

Brookline, economically and socially, is 
a middle to upper middle class community 
of 50,000 people. It is part of the greater 
Boston area. Its police department consists 
of 138 regular officers and patrolmen with 


Dr. Friedman is presently visiting Fulbright Lec- 
turer in the Department of Psychology, Lund Uni- 
versity, Lund, Sweden. The material for this paper 
was collected during the period he served as Di- 
rector of Psychological Research at the Brookline 
Mental Health Clinic, Brookline, Mass. 
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Community mental health 


an auxiliary force of 50 more. The mental 
health association is a voluntary, non-profit 
citizen's organization concerned with pi® 
moting the broadest medical, social 
educational aspects of mental health in the 
town. In 1960 the Commonwealth @ 
Massachusetts approved the request of the 
association for the establishment in Bi 
line of a mental health clinic with 
rofessional staff. 

i The clinic is one of 30 throughout Mas 
chusetts established through a unique @ 
operative effort between state and 
munity. The state, through its depart 
ment of mental health, is responsible n 
the professional staff, for maintaining P™ 
fessional standards and for approve 
policy. The community, through K 
mental health association, provides ‘a 
clinic with office space, equipment d 
secretarial staff. The clinic staff cone 
two part-time psychiatrists, two ord 
psychologists and two full-time 
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workers. It serves all age groups, with a 
threefold purpose: (1) To provide direct 
dinie services to all individuals living in, 
working in, or going to school in Brook- 
line; (2) To provide mental health con- 
lation to public and private schools and 
agencies in the community; and (38) To 
Participate in community mental health 
@lucation through the programs of the 
Brookline Mental Health Association. One 
fesult of this third goal is the mental health 
Wminar for the Brookline Police Depart- 
‘Bent. The one here reported was the 
feventh such seminar provided through 
the auspices of the mental health associa- 
tion. The association, from its inception, 
sponsored such seminars for the police 
rtment. Up to the time of the present 
ect, consultant psychiatrists or psychol- 
Ogists were hired on a fee basis to present 
seminars. The experience reported 
was the first time that a clinic staff 
Member (a psychologist) was given respon- 
lity for arranging and conducting the 
mar as part of his regular duties. 
y The first step was to call the chief of 
uce of the town, who had been closely 
ved in working out plans for the 
$ seminars. He suggested a time 
Suitable for the seminar, a time when 
uld reasonably expect to free a num- 
T of his men from duty without sacrific 
ing Police coverage. It was agreed that 
seminar would meet one evening for 
EKA of five weeks from 7:30 P.M. to 9:30 
ion ye, chief appointed a sergeant as 
n between the department and 
© This officer selected seminar 
TA and worked with the seminar 
Be; ea the details and mechanics of the 


the dini 


The relationship established at several 
the nary meetings was absolutely crucial 
Success of the seminar. The sergeant 

Involved in arranging many of 


the previous mental health seminars and 
had a wealth of suggestions about proce- 
dures and content based on this experience. 

With the information provided by the 
sergeant and by reports left by previous 
leaders, it was determined that each of the 
first four sessions would consist of a film 
briefly introduced by the seminar leader 
and then discussed by the group, These 
films would not exceed 40 minutes’ dura- 
tion, The final session would consist of 
a summary of points made in the previous 
meetings as well as a general question and 
answer period, The over-riding considera- 
tions were that the content of the seminary 
be applicable to police work, and that it 
cover as representative a spectrum of 
mental health problems as possible. There 
were no reading assignments as such, but 
each of the 10 seminar participants was 
given a copy of A Manual for the Police 
Officer: How to Recognize and Handle 
Abnormal People Wherever possible, 
seminar content adhered to and elaborated 
upon the excellent material provided in 
this little book. The four films were ob- 
tained either from the library of the Massa- 
chusetts Association for Mental Health in 
Boston or from the National Association 
for Mental Health in New York. 

The first seminar session was based on 
the film “Booked for Safe Keeping.” Em- 
phasis was on major mental illnesses, in- 
cluding the different types of functional 
and organic psychosis and the potentially 
violent individual. Discussion was exten- 
sive. Several of the policemen related 
their own experiences. They wondered 
if their generally direct way of dealing with 
severely disturbed people was really the 
most efficient and humane. They were 
particularly interested in alcoholism, but 
less from the point of causality than from 
that of handling and disposition, 

Discussion material for the second ses- 
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sion emanated from the film “Headed for 
Trouble.” Here emphasis is on juvenile 
delinquency and the emotional disturb- 
ances of childhood and adolescence. This 
film stimulated extensive comments by the 
seminar participants. They argued among 
themselves far beyond the usual closing 
time about child-rearing practices and the 
advantages and disadvantages of physical 
punishment for the disobedient child. The 
police seemed genuinely (if only tentatively) 
concerned with the cause of behavior prob- 
lems in children, They seemed to feel that 
in the final analysis firmness and action 
should take precedence over understand- 
ing. 

The third seminar session was based 
on a very sensitively produced film “The 
Cry for Help.” This emphasized the de- 
pressed: and suicidal individual. The dis- 
cussion of the etiology and handling of 
suicide was reinforced by a recent suicide 
in the community. The officers tended to 
ignore the aspects of the film that dealt 
with improper versus more realistic means 
of coping with the potentially suicidal in- 
dividual. They wanted to know more 
about what makes a person want to kill 
either himself or others. Yet in their own 
comments they seemed to attach more im- 
portance to what a person does or what is 
done to him by others than to his feeling 
state. When very realistic scenes of at- 
tempted self-destruction were shown in the 
film, there was an undercurrent of mum- 
bling. Several of the men looked away 
from the screen. 

The fourth session was based on the 
film “Anger at Work.” This illustrates 
the way individuals cope with such feelings 
as resentment and frustration which in- 
terfere with their daily living both on the 
job and at home. Although somewhat 
guarded on this point, the officers were 
seemingly able to recognize that people 
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(including themselves) can let their fee 
ings influence their relationships with 
others. Two of the participants hesitantly 
volunteered recollections of episodes in 
which their personal feelings at the time 
influenced their handling of traffic violator 
to an unnecessarily punitive degree. Reli- 
gious and ethnic prejudices were alo 
cautiously alluded to by the group. 

The final session was devoted to a get 
eral recapitulation of what had been dis 
cussed in the previous meetings as well as 
to a question and answer period. In the 
latter the police seemed most interested in 
the role of parents and others in the early 
development of emotional disturbance 
Again their major pre-occupation was with 
children and how one goes about keeping 
a youngster on the “straight and narrows 
Uncertainties as to child rearing practice 
seemed uppermost in their minds and the} 
expressed the wish that future seminals 
devote more attention to this area. 

A careful analysis of this particular & 
perience in mental health education leads 
to observations applicable to any comm 
nity clinic’s effort to work with the l 
police department. First, and not to bè 
underestimated, is the fact that a T 
member of the clinic staff conducted the 
seminar rather than an “outside” consultant 
on-a fee basis. This staff member thus 
functioned as a representative of one | id 
of the community (its mental health climi 
in relation to another arm of 
nity (its police department). 
responded well to this appro 
acceptance of the mental health W 
as being “on their side” and part a 
total community team effort contri 
to the success of the seminar. TH 
served to reemphasize to the on Es 
at large that there was an establishe 4 
well-defined corps of mental hea Le 
fessional people in its midst to whi 
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could turn for concrete help, as did the 
police. 

A second point to be recognized is the 
hierarchical prerogatives of police depart- 
ment organization. The police officer re- 
spects the principle of chain of command 
and those who adhere to it. Thus, it is 
not only courtesy which dictates having all 
plans fully checked and approved by the 
chief of police before they are put into 
effect. Most realistically, the police de- 
partment is authoritarian in nature, Police- 
men will give of themselves in large meas- 
ure if they know that their superior officers 
are solidly behind a given plan. While 
the community clinic stands to benefit gen- 
erally from any goodwill on the part of 
an important community figure, this semi- 
mar would have been a failure if it had re- 
ceived only token support from the chief. 

A third point to be considered is the 
telationship of the clinic representative 
to the officer who represents the chief of 
Police. This officer, too, can drastically 
affect the course and outcome of the semi- 
nar, His willingness to cooperate, to brief 
the seminar leader on the mores of the 
Police department, to lend his authority 
to the plan on a day-to-day basis, to com- 
he to the patrolmen his perception 

1€ worth of the seminar, and actually to 
eg in the discussions at each meet- 
ng, assures likelihood of a true group 
ee In the present instance, the seminar 

cT profited immeasurably from the sug- 
a oe sergeant who served as liai- 
tive officer ie. g pronio g ge PoE 
aboot his ex Opportunity to reminisce 

Bch sexs, periences in previous mental 
kis aN led to a number of guide- 
PI se were subsequently confirmed 

inar leader’s own observations. 

A Observations can be briefly sum- 
o follows. The policeman doés 
© be talked down to. He feels 
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that his daily experience on the beat brings 
him into contact with as many emotionally 
disturbed people as the mental health 
worker. He has something to teach the 
professional person, just as the latter has 
something to teach the policeman. He may 
not have the “book learning” and “theory,” 
but he has had a wealth of practical ex- 
perience and would like this recognized. 
The policeman is not interested in tech- 
nical language. He likes short, direct sen- 
tences with ideas expressed simply and 
concisely. He is happy to hear the profes- 
sional person use the language of the police- 
man; but the professional worker should 
not expect the policeman to talk like him. 
The policeman is a man of action, not a 
man of words. He is interested in doing 
and he therefore appreciates someone who 
emphasizes action and experience, rather 
than deeply thought-out abstractions. He- 
likes someone who can think quickly on 
his feet and who is not cowed by a mass 
of blue uniforms or by the policeman’s 
penchant for silence when confronted by 
a professional person, Finally, the police- 
man doesn’t want to feel that someone is 
flaunting a superior education before him. 
He will relate best to the professional 
worker who emphasizes what he and the 
worker have in common rather than the 
ways in which they differ. 


SUMMARY AND CONCLUSIONS 


This report of a mental health seminar 
for police as part of the educational serv- 
ices of a typical community mental health 
clinic emphasizes not only the mechanics 
of seminar formation and audio-visual con- 
tent but also a number of observations 
which are pertinent to achieving a satisfy- 
ing working relationship with an important 
care-giving community agency, the police 
department. Five conclusions may be 
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drawn from the particular experience de- 
scribed: 


1. The advisability of having a regular member 
ot the dinie staff conduct the seminar, thus 
functioning as a representative of one commu- 
nity agency to another. 

2 The need to recognize the authoritarian and 
hierarchical nature of police organization. 

$. The importance of establishing a reciprocally 

relationship, not only with the de- 
partment chief but also with the police official 
who serves as liaison officer between police de- 
partment and clinic. 

4. The careful selection of seminar content to as- 
sure that it will be applicable to police work 
and that it will contain a representative sam- 
pling of the facts of emotional disturbance both 
in children and adults. 

5. Recognition of the police officer as an action- 
oriented individual who has had a wealth of 
practical experience which he is willing to 
share,-who has little interest in abstract pro- 
fessional language, and who will relate in a 
most rewarding fashion to the mental health 


186 


seminar Ieader who stresses what he and te 
officer have in common rather than those way 
in which they differ. 
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ion is a process of changing the be- 
ttern of people. This definition 
vior” in the broad sense to in- 
ing and feeling as well as overt 


l Health Education is an educa- 
Sitort designed to enlarge or increase 

Widual’s knowledge about mental 
in general. Taking this a step 
Ginsburg? has defined mental 
= education as a means of providing 

À th new and accurate information 
ty of matters which are directly 
rectly concerned with emotional 
| health. To name but a few, 
4 include information about such 
$ growth and development, child 
Sexual relations, work and recre- 
gion, panic reaction, stress and 


encept has been used as a nucleus 
Program discussed in this paper. 
Military setting, this definition has 
“panded. It includes such aims as 
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Mental health education 
at an Army basic training center— 


an operational model 


aiding in the mortification process? help- 
ing to allay anxiety and assisting in accul- 
turation and other experiences that the 
new soldier faces in acquiring his identity 
asa soldier. 

Caplan * has stated that a mental health 
program should focus on solving a specific 


Captain Lanier is attending the Advanced Medical 
Service Course, Brooke Army Medical Center. 


1 Ralph W. Tyler, “Basic Principles of Curriculum 
and Instruction.” Syllabus. (Chicago, The Uni- 
versity of Chicago Press, 1959), p. 4. 

2Sol M. Ginsburg, in R. Kotinsky and H. L. 
Witmer (Eds), Community Programs for Mental 
Health (Cambridge: Harvard University Press, 
1955), p. 11. 

8 For a discussion of disculturation and the morti- 
fication process, see: Erving Goffman, “Characteris- 
tics of Total Institutions,” Walter Reed Army 
Institute of Research, Symposium on Preventive 
and Social Psychiatry, Washington, D. C.: U. 8. 
Government Printing Office, 1957, pp. 43-84. 
4Gerald Caplan, Concepts of Mental Health and 
Consultation (Washington, D. C.: Children’s Bureau 
Publication No. 373, 1959), p. 127. 
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problem and should have one goal, that 
of an educational process. He has warned 
that it is not to be a substitute for psycho- 
therapy or for any therapeutic form of 
ego support. The participants in a mental 
health program are not to be considered 
patients. The organization and arrange- 
ment of the program should permit of a 
definite termination point. 

Tyler’s four fundamental questions 5 for 
any new educational project were taken 
into consideration during the formative 
stages of this program. These four funda- 
mental questions have also been kept in 
mind during the revisions and the modifi- 
cations which have accompanied the edu- 
cational program. These four questions 
are: 

1, What educational purpose does the program 

seek to attain? 

2. What educational experiences can be provided 

likely to achieve this purpose? 

3. How can these educational experiences be ef- 

fectively organized? 

4. How can one measure the attainment of these 

goals? 


THE PROGRAM 


‘The mental health education program here 
reviewed is a part of the Command Con- 
sultation Program in the Mental Hygiene 
Consultation Service at Fort Dix, New 
Jersey. The purpose of the Command 


5 Tyler, op. cit., pp. 2-3. 


*The average company commander was 24 years 
old, had completed an average of 16 years of civilian 
education, and had an average of two years of com- 
missioned military service. 

The same sample survey showed that the average 
noncommissioned officer included in this program 
was 39 years old. He had completed an average of 12 
years of civilian education and 19 years of military 
service. 


6 Mental Health Education: A Critique (Phila- 
delphia, Pennsylvania Mental Health, Inc., May 
1960), p. 115. 
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Consultation Program is to furnish mental 
health consultative services to command, 
cadre and trainees. Mental Health Ede 
cation is only one of several services pro 
vided by the Program. Its staff includes 
two case consultants, one program com 
sultant, and one chief, all of whom are 
clinical social workers. The program alsa 
has one psychiatrist and the services of 
enlisted specialists are utilized. 

The program is an operational modd 
with a dual approach. There is a formally 
organized mental health program (1) with 
new trainees when they arrive to i 
their basic training, and (2) with the mili- 
tary leaders. This latter group includes 
company grade officers and selected noit 
commissioned officers * who work directly 
in the training of soldiers. There are 
periodic programs for such groups as chap 
lains and members of the professional 
medical staff. The program is conducted 
in a formalized setting. However, informal 
patterns of communication about mental 
health matters have been fostered with 
each of these groups. 


COMMUNICATION 


Researchers in mental health educaliel 
have found that assaying the level of con 
munication becomes an all-important factð 
in mental health education. The interes 
of the group must be assessed in the 
ginning phase of the program, since A 
the project can be made or lost. It is < 
as insulting to the receiver to present f 
formation beyond his grasp as it is de 
ing to present information at such nee 
mentary level that he is quickly bored 
loses interest. 

The initial discriminative stage of yer 
ing is represented by perceptual-cog™ 
change. Devices to arouse attention 
to communicate facts and concepts of 
linked with perceptual-cognitive chal 
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was applied in our mental health program 
with new recruits. 


RECRUITS 


This project is only one segment of the 
program in preventive mental health. Here 


The assumed prerequisite of the perceptual- 
cognitive change affecting opinions and 
beliefs is the reception of a stimulus 
through a communication medium.’ This 
concept of communication and learning 
it was directed toward specific target fig- 
ures. Primary consideration was given to 
the fact that it was not necessary to heighten 
anxiety with this group but rather to allay 
it. Our subjects were not to be motivated 
for group or individual action. Instead 
the Program was to bring about modifi- 
Gtion in attitudes, and induce dispositional 
changes. Thus the approach to this phase 
of the Program was a perceptual-cognitive 
‘one, 

I Was centered around a film entitled 
MsUp To You This film was shown 
to new recruits within four days after their 
‘mal at Fort Dix. This time was selected 

use of the physical accessibility of the 
id | their emotional vulnerability 
{ oe period of “acculturation” in 
TORA e sociocultural change from a 

l in © a military way of life. 
| Delors his a ZS Lewin? made shortly 

Bitne <i, ath, he commented that ‘Any 

multitnde a, will have to consider a 

+) Patticular a, ‘actors characteristic for the 
Recs or = The change may require 
ational Ga unique combination of edu- 
organizational measures; it 

pon quite different treat- 
ation, Sei ak expectations and organi- 
hs always ~~, general formal princi- 

5 € to be considered.” 

€ commencement of our pro- 
Spain had become familiar with 
| al mental health education 


may depend u 
Ments or ideolo 


Tor to th 
Stam, the št 
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enterprise conducted with trainees by 
Cohen 1° during World War II. Cohen 


had concluded that successful mental health 
programs: 

1. must stimulate the soldier psychologically. 

2. should give the soldier confidential explanatory 
advice. 

3. should tell the soldier about himself in rela- 
tion to the Army with the whys and where- 
fores of adjustment to military training com- 
pletely and clearly outlined. 


The scenes from the movie are taken 
from a basic training center. They depict 
the various problems the new soldier is 
likely to encounter. Soldiers are shown 
engaged in the initial phases of basic train- 
ing. The film also shows how some train- 
ees are likely to experience such problems 
as fear, loneliness, homesickness, tension 
and the use of somatic complaints to cope 
with this stressful period. The film demon- 
strates how, under the circumstances, it is 
natural to have these feelings, and also tells 
about other feelings and emotions the 
trainee may experience. The film demon- 
strates how the soldier can deal effectively 
with these feelings and also tells him who 
the other resource people are who can help 
him when additional intervention is war- 
ranted. 


CADRE 

The program with company commanders 
and selected non-commissioned officers is 
different in several respects. With the 


1 Ibid., pp. 115-116. 

8 Training Film 8-2125, U. S. Army. 

9 Kurt Lewin, “Group Decision and Social Change” 
in Macoby, Newcomb, and Hartley (Ed.), Readings 
in Social Psychology (New York: Henry Holt and 
Company, 1958), pp. 207-208. 

10 Major R. Robert Cohen, MC, “Mental Hygiene 
for the Trainee—A Method for Fortifying the 
Army's Manpower” (Read at the 99th annual meet- 
ing of the American Psychiatric Association, De- 
troit: May 1943). 
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recruit population the goal was to induce 
dispositional change through perceptual- 
cognitive factors. With the leadership 
groups our goals were (1) to sensitize them 
to the mental health needs of trainees, 
(2) to convey information, (3) to acquaint 
them with the use of the Command Consul- 
tation Program and (4) to discuss some 
general principles of good mental hygiene 
practices. 

The objective was to bring about affec- 
tive-motivational change, which would re- 
sult in attitude modification and some 
overt behavioral change. 

In planning the educational program 
for the unit commanders and selected non- 
commissioned officers, some basic decisions 
had been made by the case consultants. 
It had been decided that this educational 
program would deal only with professional 
problems. Caplan" warns that “‘Clarifi- 
cation should be made at the outset 
whether the mental health program is to 
deal with professional problems or personal 
problems. It should not be a mixing of 
the two.” He goes on to state that just 
as role changing by a consultant causes 
suspicion, distance, confusion of role, 
heightening of anxiety and other problems, 
so will the intermixing of purposes in a 
mental health program cause similar types 
of problems for the mental health educa- 
tor. 

The primary mode of presentation with 
this group was a lecture, with the use of case 
illustrations. The formal presentation was 
followed by a discussion period. 


11 Caplan, op. cit., pp. 141-142. 


* The chaplain occupies a staff position within the 
training environment. He is an integral part of 
each training regiment. In addition to conduct- 
ing religious services, doing pastoral counseling, 
conducting religious education and guidance pro- 
grams, he also refers military personnel to other 
services when necessary, 
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CHAPLAINS * 


When planning the mental health program 
for a group such as the post chaplains, it 
was considered that this would be edu 
cational for the use of services. We 
recognized that many chaplains already 
possessed sophistication and expertise in 
counseling. However, the case consultants 
noted that due to a lack of adequate im 
formation, members of this group were not 
always able to interpret correctly to their 
counselees, (and to others in need) the 
type of services available through the Com: 
mand Consultation Program. In addition 
to making this type of information readily 
available to the chaplains, we also wanted 
to create a closer working relationship with 
them. 


PHYSICIANS 


Presenting an effective mental health pie 
gram to the post medical staff represented 
one of our most difficult challenges. We 
wanted the medical staff to learn mor 
about the extent of the mental hygient 
services available, We also wanted W 
convey to them the type of information 
that would better enable them to use am 
coordinate these services with their ove 
medical planning for comprehensive pe 
tient care. To this end we included lectur 
presentations with case material, charts 4 
graphs and presentations about various 
social science concepts and theories. 
met with failure or very limited a> 
in that they did not involve the andien 
Finally, we tried psychodrama coupled k 
an audio presentation narrated in the fo 
of a popular television program- , = 
The psychodrama depicted a bik © : 
periencing the type of problem with w i 
any one of the medical staff might he 
in contact, either as dispensary poe 
in the outpatient clinic, or on his ca 
The psychodrama enacted the psychi 


Mental health education at an Army training center 


interview and the establishment of a diag- 
nosis by the psychiatrist. It showed the 
ordination between the psychiatrist and 
the case consultant, and then the coordi- 
nated effort of the case consultant and the 
unit commander. It outlined the recom- 
mendations of the psychiatrist, showed how 
these were interpreted to the unit, how the 
unit environmental stresses were clarified 
to the psychiatrist, and how the joint efforts 
ofall were able not only to help the trainee 
with his immediate problem, but to enable 


him to complete training and accept a more 
realistic appraisal of himself. 

The Pennsylvania study 12 has already 
stated “It is generally believed that educa- 
tive techniques which involve the learner's 
emotions and provide an opportunity for 
his active participation in the learning 
Process are superior to those directed at 
the intellect only. In fact, superior learn- 
ing might be defined as that which brings 
about change not only on the cognitive 
but on the feeling levels of personality and 
which, in practice, transfers easily to new 
Situations,” 

Psychodrama gave the medical staff this 
tpe of learning experience. This was 

\ borne out by the interesting and enthusi- 
3 discussion that followed the presenta- 
pr Was apparent also in the individual 
e a made later to members of the 

‘© participated in the presentation. 

f e as of this program on the medical 
Sin aa afterwards by an improve- 
er e quality of referrals received 

IA ace Physicians who were present at 
i en f This did help to make for 

o oe eet use of available Com- 

nsultation Services. 
only A 5 our discussion has considered 

2 ‘ormally organized mental health 
cation is i considerable amount of edu- 

| one by case consultants on an 


Anfo; 5 
mmal basis, Caplan 18 has stated that 
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one of the secondary goals of the case con- 
sultant is to increase the knowledge of the 
consultee so that he will be able to take 
better care of similar problems in the 
future. Our informal, individualized 
mental health program is usually conduc- 
ted in conjunction with a particular prob- 
lem soldier or in helping to alleviate a 
specific problem recurrent with a unit com- 
mander. The informal program is ex- 
tended to the professional medical staff in 
working with them with selected patients. 
It is also part of the cooperative effort made 
in consulting with various chaplains when 
the case consultant and the chaplains are 
working jointly in helping an individual 
soldier with emotional and adjustment 
problems. 


TIMING 


It is not always possible for the mental 
health educator to control the time at 
which the program is presented. But he 
has an obligation to regulate timing in 
terms of the quantity and nature of the 
material to be presented to the audience. 
To meet this obligation, the mental health 
educator must remain sensitive to the needs 
of his audience and communicate with 
them at a comprehensible level. One ex- 
ample of what can happen when there is a 
breakdown in communication, and mate- 
rial is too emotionally charged and too 
yoluminous for the object group, is found 
in the experiences of Elaine Cumming 
and John Cumming '* in their attempt to 


amooo 
12 Pennsylvania Mental Health, Inc, op. cit, p. 
160. 

13 Gerald Gaplan, “Types of Mental Health Con- 
sultation,” in Manual For Psychiatrists in the Peace 
Corps, Vol. I, Appendix IV, p. 3. 

14Elaine Cumming and John Cumming, Closed 
Ranks: An Experiment in Mental Health Educa- 
tion. (Cambridge: Harvard University Press, 1957), 


. PP- 43-44. 
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change a community's attitude towards 
mental illness, They were not successful 
in relaying the concepts they had planned 
to teach merely because they assailed the 
community with a massive formal and in- 
formal mental health campaign at the same 
time. This only served to raise the anx- 
iety of the community to such an extent 
that the mental health study group was 
eventually asked to leave town. 

This principle of timing is employed in 
each of our mental health education pro- 
grams. In the program with new recruits 
material is presented which is pertinent 
to their current situation. This principle 
is also practiced with each of the other 
groups in a similar manner. With the 
professional medical group the material 
is conceptualized and dramatized with the 
use of case illustrations. The orientation 
lectures are used to discuss mental health 
resources and how to use them. No at- 
tempt is made to convey theoretical con- 
cepts. In presenting the mental health 
program to chaplains, command and cadre, 
principles and concepts of good mental 
health habits are discussed. We also let 
them know about the availability of vari- 
ous mental health resources. Here one of 
the primary purposes of the program is 
to sensitize this group to the mental health 
needs of trainees so that they will know 
when and where to seek professional assist- 
ance. This enables them to cope more 
effectively with the crisis situations of 
trainees.1> 


THE MENTAL HEALTH EDUCATOR 
The mental health educator is expected 


15 For a discussion on the identification and han- 
dling of emotional crisis situations see; Gerald 
Caplan, An Approach to Community Mental 
Health. (New York: Grune and Stratton, Inc., 
1961), pp. 18-20 and 40-41. 


18 Pennsylvania Mental Health, Inc., op. cit, pp. 
125-126. 
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to relate to the role expectations of the 
receiving group; he learns to function in 
an authoritative setting. He also has to 
relate to rank structure within a bureau- 
cratic setting. The ability to relate to 
groups within an authoritative “total or 
ganization” is evidenced in the manner in 
which each segment of the program is 
organized and presented. 

In addition to this, the mental health 
educator should have a clear conception 
of the goals of the program. He must 
not only know what topics are worth de 
veloping, but must also know how tô 
develop each topic effectively. He must 
know when all of the goals of the program 
have been fully attained. This is a role 
that deserves constant reassessment and 
reevaluation. 


CONCLUSION 


The effectiveness of the mental health 
education program can be gauged by the 
way it: 

1. Attracts and holds an audience. 

2. Conveys information. 

3. Changes opinion and attitudes, and 


4. Induces action in certain directions. 


In each of our groups the approach ia 
been individualized. Timing and (o 
munication techniques are individualiz 
and are reassessed and modified as the n 
of the various groups change. Goals aM 
motivations vary in a mental health edw 
cation program just as they do in any 4 
dynamic educational program. The a 
cessful mental health educator is alert a 
these changes within the group. p a 
appraised and the program is modifie ‘of 
meet the group's needs as the oc 
arises. Certain basic concepts must be pe 
grated into a dynamic mental health ih 
cation program in order to accomp 
its goals. 


» 
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Paid employment as a rehabilitative 


technique in a state mental hospital: 


Remunerative work as a technique of ther- 
apy and rehabilitation for the hospitalized 
Mentally ill has received relatively little 
ag 3 the United States. The exten- 
ee work programs in Europe and in 
FA aaa an integral part of the treat- 
aoe ess, is in marked contrast to the 
i use on this continent. 
a a a also in marked contrast to the 
SN ae purchasing power and ma- 
Bisa ssions as measures of esteem and 
A n this highly industrialized society. 


Pptoximately 50 per cent of the mental 


Ospitals in Bnet j 
uildings and ae and have factory type 


Ploductively oce 
turn to the co! 
duplicated in 
@Cross the conti 


tings in which patients are 
‘upied and prepared for re- 
mmunity. This is a picture 
Belgium, the Netherlands, 
ET cope ae and into the U.S.S.R. 
tion of tHe i ; 1s paper is the presenta- 
R story, problems, mechanics, 
GTO results of a particular 
nt program unique in its 


administ 
Paid 


A demonstration 


time—the Sheltered Workshop at Metro- 
politan State Hospital in Waltham, Mass. 
While other programs for the institution- 
alized mentally ill existed prior to this one, 
e.g., at the Veterans Administration Hospi- 
tals in Bedford and Brockton, Mass., the 
Metropolitan State Hospital program repre- 
sented the first time that a community vol- 
untary agency, a state hospital and a state 
rehabilitation commission co-operated on 
such a venture in the United States. As the 
details of this partnership unfold, it will 
become clear that certain beneficial advan- 
tages not originally anticipated have ac- 
crued to the patients that otherwise may 
never have been possible, as a consequence 
of this collaboration. 

It may seem that a “cookbook” for the 


cee 
Dr. Hoffman is executive director, Brookline Asso- 
ciation for Mental Health, Inc., Brookline, Mass. 


‘This study was supported, in part, by Grant 4191-00 
from the Department of Mental Health, Common- 
wealth of Massachusetts. 
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establishment of a paid employment pro- 
gram in a state hospital is being outlined, 
but this is not the intent of this paper. Cer- 
tainly one goal of telling the story of this 
project is the hope that it will stimulate the 
development of similar programs in other 
institutions. 


ROLE OF THE VOLUNTARY AGENCY 
IN THE PAID EMPLOYMENT PROGRAM 
WITHIN A STATE INSTITUTION 


The impetus for a paid employment pro- 
gram at Metropolitan State Hospital arose 
from the concern of the president of the 
Brookline Association for Mental Health, 
who observed on the wards indigent but 
able-bodied men and women engaged in 
purposeless or no activity. Her observa- 
tions, in 1960, of workshop programs in Eu- 
ropean hospitals where patients were pro- 
ductive, purposeful and being rehabilitated 
led her to ask the Commissioner of Mental 
Health in Massachusetts why such a pro- 
gram could not be instituted in this hospi- 
tal. The superintendent of Metropolitan 
State Hospital, who had toured mental hos- 
pitals in Europe in 1959 and was favorably 
impressed by the work programs he ob- 
served, was receptive to the concept of a 
paid employment program in his hospital 
when approached by the Brookline Associa- 
tion for Mental Health (BAMH). 

At this point, the BAMH enlisted the 
support of the Commissioner of Mental 
Health to proceed with the exploration of 
methods for establishing a paid employ- 
ment program and gained the approval 
of a hospital superintendent to house such 
a program. The means by which this was 
to be implemented had to be worked out, 
since the Department of Mental Health 
was unable to staff such a project at 
that time. A committee was set up by 
the BAMH to develop a means for trans- 
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forming the idea into a reality; that 
the committee served to establish effective 
channels of communication with key indi 
viduals and agencies from the very early 
stages played, and continues to play, a sig 
nificant role in the realization of an ides 
and the support of that realization. Se 
ing on this Advisory Committee were mi 
bers of the BAMH, and representatives of 
the Department of Mental Health, Metre 
politan State Hospital, Massachusetts Re 
habilitation Commission, the State Em 
ployees Association and the Boston Labor 
Council. 

Among the relevant questions considered 
were: the manner in which a paid employ 
ment program is therapeutic and/or rehi 
bilitative; and how it differs from the 
traditional work programs of hospital it 
dustry and occupational therapy. The kef 
to the value of such a program is the role 
of money as a motivator. The receipt ofa 
regular wage for work produced serves â$ i 
concrete reminder to the patient that what 
he does has value and is valued. For himit 
is a first step back into the market place af 
society; no longer are his productions worl 
less and his level of self-esteem is T% 

In the workshop, an atmosphere hni 
to a factory setting is produced, which # 
different and distinctly apart from the reg" 
lar hospital milieu and routine, thus 
tinguishing it on another level from occup 
tional therapy and, to a lesser degree, P 
hospital industry. The expectations 
terms of productivity, quality of work, © 
liability, capacity to work under sup a 
sion and constructively with others, can 
higher in the workshop because the 
are not principally therapeutic in the mo 
traditional context of resolution of intt® 
psychic conflict. The goals are ego-dirett f 
with the aim of bringing about a Tapp” 
ment between the patient and society i 
will allow him to resume a place 
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Employment as a rehabilitative technique 


The recommendations of the Advisory 

Committee were as follows: 
‘1. The establishment of a Sheltered 
Workshop, a facility licensed by the Wage 
and Hour and Public Contracts Division, 
U. S. Department of Labor, for the purpose 
of providing training and employment serv- 
ice to carefully selected patients. 

2. Metropolitan State Hospital would 
provide space, utilities and patients. It had 
Bo money or staff to allocate to this pro- 
gram. 

3. The Massachusetts Rehabilitation 
Commission would utilize the workshop for 
evaluation and training of its clients, and a 
per diem fee for each client would be paid 
to the Brookline Association for Mental 
Health, 

4. The Brookline Association for Mental 
Health would operate the workshop and 
solicit and maintain contracts. It would 
also assume responsibility for the book- 
Keeping, clerical duties and staffing. 

These recommendations set into motion 
an administrative arrangement for the op- 
= of a Sheltered Workshop (in a state 
oe by a voluntary agency) that was 
3 a the United States. Although such 

ornered arrangement; i.e., two gov- 
ei agencies and a voluntary agency, 
Be oe na drawbacks and pitfalls, 
Metis, Tt i eon precedent in Massachu- 
tion into e e to consider it an exten- 
GN a ate hospital of the commu- 
of fatal : E program for the operation 
rR th clinics sponsored by the 
Ocal citizen of Mental Health, whereby 
Stoups co-operate with the state 


to bri 4 if 
ae direct clinical services to their 
'unity,1 


i 
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E SHELTERED WORKSHOP 
ia 
Polite pass loyment program at Metro- 
May 15 1961 Hospital opened its doors on 
» 61, as a licensed Sheltered Work- 
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shop. This permit grants exemptions from 
the Minimum Wage Law by allowing a 
lower minimum rate, as well as exemptions 
from Social Security taxes and insurance 
coverage under Workmen's Compensation. 
Although the minimum wage is lowered, 
the “workshop must use its tax-favored and 
community-supported position fairly in 
competing with labor and for markets with 
private enterprise.” 

From an initial start in a corner of an 
O.T. shop and one contract, one patient 
and one foreman, the shop has grown stead- 
ily. Five months after its inception, because 
the workshop had outgrown its quarters, 
the hospital found new space in the base- 
ment of the male dormitory. The area, ap- 
proximately 800 square feet, was painted 
and new lighting and wiring installed. As 
the project developed, more contracts were 
secured and additional patients employed; 
a second expansion, one year later, was 
necessary and the adjoining room added 
to the workshop doubled its floor space. 

The workshop is equipped with benches, 
tables, chairs, a large variety of tools (pri- 
marily for maintenance), a typewriter and 
the machinery necessary for production. In 
many instances it has been possible to secure 
machinery and equipment on a loan basis 
from those firms who have subcontracted, 
but the absence of such a loan arrangement 
has not deterred the acceptance of a con- 
tract if there was a reasonable balance be- 
tween the cost of equipment and the pro- 
jected length of the contract. Therefore, 
the Brookline Association for Mental 
Health has purchased capital equipment 
and machinery, and has on occasion rented 
equipment for the production of items un- 
der short-term contract. 

Early in the workshop’s history, a one- 
year grant by the Permanent Charity Fund 
sustained the project during a critical pe- 
riod of growth and served as a “pump 
primer” to a more permanent funding ar- 
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rangement with the Massachusetts Rehabil- 
itation Commission. 


Administrative Structure 


1. The BAMH employs a foreman, busi- 
ness agent and consultant. Its executive 
director and volunteer workshop director 
are responsible for overseeing the adminis- 
tration of the workshop. 

The foreman is employed full-time. He 
operates the workshop; i.e., assigns the 
work, teaches the operations, maintains 
quality control, keeps the time and produc- 
tion records for each employee, maintains 
receiving and shipping records. The capac- 
ity to work with patients and to have 
patients work with him are the most impor- 
tant criteria for this position. While knowl- 
edge of and experience in factory opera- 
tion are desirable, mechanical ability and 
capacity to conceptualize and master new 
operations brought in on subcontract are 
even more relevant. 

The business agent has been engaged on 
a part-time basis to date, but expansion to 
a full-time basis is anticipated in the near 
future. The major responsibilities of the 
business agent are to acquire new contracts 
and maintain and develop established con- 
tracts. He is also responsible for the move- 
ment of work both into and out of the shop, 
as well as the maintenance of production 
schedules for each contract. This latter 
responsibility places him over the foreman 
in the line of authority. Ideally, this posi- 
tion should be filled by an individual with 
considerable business experience and a flair 
for selling, someone who can talk to the 
manufacturer on his terms and in his lan- 
guage. The business agent must be ac- 
tive and persistent. The particular area of 
previous business experience does not ap- 
pear to be important. 

The consultant, at the present time, is the 
social worker assigned by the hospital to 
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the Continued Treatment Group (chroni 
hospital population) from which most « 
the patients have been drawn. This is 
“piece-work” position which is done on th 
worker's free time, and the unit of payi 
the completion of an application form n 
quired on each patient in order to be cot 
sidered as a client by the Massachusetts Ri 
habilitation Commission. 

The workshop volunteer director has th 
responsibility for the over-all supervisio 
of the workshop, including the financis 
structure. His duties include preparing th 
weekly payroll, maintaining payroll recor 
with duplicates for the BAMH office, mait 
taining close contact with the foreman an 
business agent, and acting as “troubl 
shooter.” He also initiates and negotiat 
business contracts and supervises the dail 
balance of work and patient productio 
scheduling. This man is employed as 
high-level executive in a large corporaud 
and contributes his time and efforts to th 
workshop program. 

The executive director of the BAMH ha 
the responsibility of overseeing the entit 
operation of the Sheltered Workshop, G 
part of the total program of the BAMH, ii 
cluding the maintenance of proper record 
the filing of various legal documents an 
forms as required, and the hiring of ne 
personnel. This portion of the BAMI 
program takes up, on the average, 4 lied 
less than one-tenth of the executive dire 
tor’s work week. The present director, 
qualified clinical psychologist, also conduc 
a biweekly group meeting of all patients? 
the workshop; the content of this meetin, 
is centered about work problems and d 
veloping motivation to leave the hospita 

2. Metropolitan State Hospital (M.S. H. 
since late 1962, has assigned one soc 
worker (who is also the consultant) to W0! 
with the patients in the workshop as pat’ 
her regular duties. This social worker | 


the only hospital staff person deeply in- 
volved in the program, although many 
others do come into peripheral contact 
‘when initiating a referral or evaluating 
the progress of a patient. 

There are no aides or hospital staff pres- 
ent in the workshop during the work day. 
The absence of aides, along with the cur- 
rent location, appears to be a boon in the 
sense that the workshop is both physically 
and emotionally set somewhat apart from 
the institution of the hospital, and it begins 
to approach the institution of the society 
“outside.” 

The involvement of the social worker as 
à consultant brings her closer to the work- 
shop operation and, therefore, helps her in 
the effective utilization of this resource in 
her capacity as the only social worker for 
1250 patients. It also helps to focus the 
i attention on one of the few direct 

rice programs available to the “chronic” 
patients. 

5. Massachusetts Rehabilitation Com- 
mission (MRC) initially assigned a psychi- 
attic rehabilitation counselor one day per 
Week to the MSH, and his major efforts 
Were directed toward clients placed into the 
Workshop. With the growth of the pro- 
ined its increasing importance, the 
oR oa has assigned a counselor to the 
eee ag days a week and a psychiatrist 
i 34 a week, The major role of the 

Rients ae as been that of evaluation of 
Sis potential clients. Time devoted 

onal planning and job placement 
en limited, these areas being filled in 


the soci s i 
and B Social worker, the executive director, 
H volunteers, 


4, ; ; 
x panie meetings designed to keep 


j a, Hagency arrangement operating 

ae Y and to develop methods and plans 
helg 2 oving the rehabilitative process are 
on a regular basis, 


' 1t Committee composed of the BAMH 


a, 
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executive director and president (a volun- 
teer), consultant social worker, rehabilita- 
tion counselor and occupational therapists 
meets biweekly to discuss prospective ap- 
plicants to the workshop, evaluate the 
progress of patients in the workshop, and 
make plans and set goals for the future 
of these patients. On occasions when pa- 
tients are not deemed eligible by MRC 
(or once in training, their eligibility 
is withdrawn), this committee may make 
the determination to maintain the patient 
in the work setting if there are compelling 
reasons for doing so. In such cases admin- 
istrative costs are assumed by the BAMH. 

b. A larger committee, including the 
above members as well as psychiatrists, 
heads of hospital departments, and high- 
level administrators of the MRC and MSH, 
is chaired by the hospital superintendent, 
and meets once every six to eight weeks. 
This committee serves the very important 
functions of evaluating the program, main- 
taining communications among the co- 
operating agencies, maintaining and de- 
veloping effective and administrative poli- 
cies, and developing plans for improving 
the rehabilitative process. 


The Patients 

1. Selection and evaluation: Referrals 
from the wards usually originate with 
attendants, nurses, occupational therapists, 
psychiatrists, social workers and volunteers. 
When a referral has been originated and 
channeled through the ward physician to 
the consultant social worker, she, in turn, 
arranges for completion of MRC forms by 
social service, ward physician and occupa- 
tional therapy. The social worker prepares 
the patient for evaluation interviews by the 
psychiatric rehabilitation counselor and the 
MRC psychiatrist, who determine eligibility 
for vocational rehabilitation services. Once 
eligibility is determined, the patient is 
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placed in the workshop for work evalua- 
tion, personal adjustment training, or voca- 
tional training, as indicated by the patient's 
condition and under the terms of the con- 
tractual arrangement mentioned above. 

There is another category of patients em- 
ployed in the workshop. These are patients 
who are not eligible for MRC services, usu- 
ally because of severity of symptoms, but 
those who the workshop committee feels 
could benefit from the experience. Since 
this group of patients is not a source of 
training or evaluation fees which are neces- 
sary to run the shop, only a very limited 
number can be employed at a time. 


2. Work Conditions: Compensation is on 
a piece-rate basis and each patient is en- 
couraged to maintain a record of his daily 
production. (The shop foreman keeps his 
own daily work sheets which provide the 
basis for the computation of the payroll.) 
Each week a pay check is deposited directly 
to the hospital account of the patient, and 
the patient receives a receipt indicating the 
amount of earnings. Each patient is pro- 
vided with a notebook for keeping a record 
of earnings and withdrawals and is encour- 
aged to utilize it for this purpose. The 
hospital rules governing withdrawals, i.e., 
maximums of two weekly and $3 per with- 
drawal, apply, but supervising personnel 
are instructed to provide withdrawal per- 
mission without restriction upon a reason- 
able request by a workshop employee. 


Contracts 


The acquisition of new contracts, mainte- 
nance and development of old contracts, 
and the pacing of work are the very heart 
of any program such as the one described in 
this paper. If there is no work, there is no 
paid-employment project! If the work pro- 
gram must be cut back to fewer than five 
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| 
days a week, or if workers must be tes 
porarily laid off, the risk of losing there 
peutic and rehabilitative gains is iner 

Over 20 firms have contracted with 
Sheltered Workshop with a range from 
one-spot job lasting a week to regular work 
from the first firm to subcontract. 
latter firm has increased the number 
type of jobs as well. The major portion 
these contracts has been initially landed 
direct acquaintance between a firm 
ber and a BAMH volunteer or staff persos 
The name of somebody who “sent me” 
been the next most successful means 
entrée to a firm. Approaching a firm “cold! 
has proved to be entirely unsuccessful W 
date. 

Although this type of project has an it 
pressive story to tell and an important im 
pact on almost every citizen, experience it 
dicates that a prospective subcontra 
motivated primarily by economic benefit 
The fact sheet presented to prospective sib 
contractors covers the advantages of utili 
ing a Sheltered Workshop facility. ( 
Appendix B.) 

The piece rates are set by the subconti#® 
tors and are based on their average insho 
cost. Those jobs on which there is no basi 
for establishing a rate are assigned ratë 
based on time studies completed in the 
workshop. The individual patient's P! 
varies in relationship to the amount of timi 
he works and the skills he develops. All the 
receipts for work completed are applied : 
the payroll. Thus, the patient gets the i 
tire benefit of the work produced withou 
any percentage deducted for overhead. 

While it would be desirable to determin 
the occupational and training needs of 
patient and select contract work on 
basis of the skills required, this is im] 
ble, and the workshop is thankful when 


tt is procured. Nevertheless, the 
has always aimed at diversification of 
and a variety of levels and types of 
uired to produce the work. To 
ds, fortuitously and by design, the 
been relatively successful. 
the more than 30 different con- 
Mompleted during the first two and 
years of the workshop’s operation 
plowing tasks: packaging (from 
to complex), collating, reclaiming 
tal frames, assembling camera 
pling, wiring and soldering radio 
, Wire-stripping, sewing, cloth-cut- 
erting a rubber washer onto an 
component, and many others. 
#kshop’s record has been excellent, 
finimum spoilage of material and 
W rejects of finished products. In 
tances the quality of the output 
ved generous praise from the man- 
Also noteworthy is the fact 
le has been lost in the workshop 
of an accident on the job in 
€ than two and one-half years of 


Record-keeping 


eretarial force of the BAMH main- 
'Fecords pertinent to the workshop. 
bookkeeping, billing and paying is 
om this office. The shop foreman 
shipping and receiving records as 
he daily worksheets to the BAMH 
he workshop volunteer director 
the Saas with duplicates of the 
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ic goals of the paid employment 
0: 

te a supportive atmosphere for 

pment of healthier social rela- 
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B. Enable patients to learn to work pro- 
ductively with each other and under super- 
vision. 

C. Provide a meaningful work experi- 
ence which would teach skills and prepare 
the patients for employment outside the 
hospital. 

D. Enable patients to earn a wage for 
work produced and thus provide an op- 
portunity for them to have cash savings 
upon leaving the hospital. 


RESULTS 


A total of 108 patients, 56 women and 52 
men, have been placed in the Sheltered 
Workshop in the period from May 15, 1961, 
to December 31, 1963. Of the 89 patients 
who had completed their training by the 
end of 1963, 54 are out of the hospital, rep- 
resenting a discharge rate of 61 per cent 
from the workshop. Forty-one patients 
(76 per cent), are gainfully employed, many 
for the first time in years, and of the re- 
maining 13 patients out of the hospital, 
some are housewives, others are living at 
home and the status of two is unknown. 
The average stay in the workshop is ap- 
proximately six months, and the weekly 
wages range from $12.00 to $20.00, with 
an average of $15.00. 

In 1963, wages paid to patients em- 
ployed in the workshop amounted to 
$10,000. 

Of the 34 patients in this group still hos- 
pitalized, 4 have been out of the hospital 
for periods up to one year, but have been 
readmitted; 2 have been transferred to 
Veterans Hospitals, and their present status 
is unknown; 9 are active in hospital in- 
dustries. One patient died of natural 
causes before she completed her workshop 
experience. 

A summary of the above data is tabled 
below: 
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Discharged Hospitalized 
Employed Athome Escape Workshop Ward Deceased Totals 
Males 6 6 1 10 0 52 
Females 25 5 1 9 1 1 56 
Totals 4l 11 2 19 34 1 108 
A more detailed study of the first 84 pa- TOTAL GROUP 
tients entering the workshop was under- N=# 
taken. On December 31, 1963, 56 per cent Average Males Females 
(45 patients) of this group had been dis Age c 35.6 e 
charged from the hospital. This figure N°: admissions iij Sol ws 
Blerraterthant the Age at Ist admission 27.9 . 
may represent a more sta No. years of education 10.0 10.5 
61 per cent noted for the total group of Chronicity * 5.8 12.8 
108 patients, since six months had passed 
P . s . P Modal diagnosis 12% 59% 
from the time of entrance into the program (Schizophrenia) 
of the 84th patient to calculation of the 
discharge rate. Thus there had been a DISCHARGED 
longer time for the correcting factor of N=45 
readmissions to operate. Be FAD 39.3 
The discharge rate from the Sheltered yo. admissions 3.2 3.5 
Workshop of 56-61 per cent compares very Age at Ist admission 30.7 29.8 
favorably with the results of the Harvard No. years of education 10.0 11.5 
Volunteer Program reported by Beck, Kan- Chronicity * 5.6 10.9 
tor and Gelineau®. In their survey of Modal diagnosis 61% 50% 


120 chronic patients “treated” by college 
volunteers, 31 per cent were able to 
leave the hospital. When contrasted to 
Brown’s finding® that after 4 years of 
hospitalization only 3 per cent of patients 
will ever be discharged, it was concluded 
that the Harvard program was successful. 
The workshop patients were drawn from 
the same wards in the same hospital as the 
Harvard patients, and had similar charac- 
teristics along the measured dimensions. 

Summarized below are the data (aver- 
ages) on a number of selected criteria for 
describing the group of 84 patients. The 
summary is dichotomized along the male- 
female dimension and the hospitalized- 
discharged dimension. 
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(Schizophrenia) 


* Chronicity refers to the number of years from 
first admission to a mental hospital to date of last 
discharge, or December, 1963, for those still hosp! 
talized. 


The average patient described by the 
tabled figures is moving into the middle- 
aged category (the woman almost seven 
years older than the man), has completed 
the sophomore year in high school, has had 
multiple mental hospital admissions, and 
the average male can document an illness 
of almost 6 years duration while the average 
female has been ill more than twice as lon: 
For the male, the probability of his last 
recorded diagnosis being some form © 


¢ 
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schizophrenia is better than 7 out of 10 
chances, while the female’s chances are al- 
most 6 out of 10. 

The average patient who has left the hos- 
pital from this group differs relatively little 
along these dimensions. He or she is some- 
what younger than the total group (males 
by 1.7 years, females by 3.1 years). She 
averages a year more schooling and almost 
2 years less illness than the total group of 
females. (This latter figure appears to be 
a relatively insignificant difference inas- 
much as it deals with a chronicity measure 
of greater than 10 years duration.) The 
male schizophrenic appears to have had a 
less successful outcome on the average than 
the female schizophrenic. 

The important indices of duration of ill- 
ness, i.e., number of admissions and chro- 
nicity, are not different for the total group 
and the discharged group, thus indicating 
that the latter group was not selected on the 
basis of, nor does it represent a “most likely 
to succeed” group. These results indicate 
that a significant proportion of even the 
“hard-core chronics” in a mental hospital 
can be rehabilitated to the point of being 
able to return to the community and enter 


into a more productive and meaningful 
existence. 


Payment of Earned Wages 


Patients who have been hospitalized a 
long time frequently find it difficult to leave 
the hospital because of lack of good cloth- 
ing and funds to provide food, lodging and 
transportation until the first pay check is 
received. A major purpose of the program 
1s to enable patients to accumulate ade- 
uate funds in order to leave the hospital, 
with the additional security provided by 
banked Savings. 

During the first 18 months of operation, 
Wages in the form of checks were paid di- 
tectly to the patient each week. There was 
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no ambiguity about the meaning of money 
in hand when the payroll was passed out. 
It was a tangible negotiable return for the 
energy and effort that had been expended. 
Such an experience was not otherwise du- 
plicated in the hospital. Nevertheless, the 
Workshop Committee too often found pa- 
tients ready to leave the hospital with no 
more than $10.00 or $15.00 in savings. Close 
investigation revealed that some patients 
were spending their earnings unnecessarily 
on semiluxury items and on food. Others 
were secreting their money on the wards 
and some thefts had taken place. Only a 
few were systematically depositing a portion 
of their wages. 

It was obvious that something had to be 
done, but the most therapeutic decision was 
not obvious. The ideal solution would 
have been to continue direct payment of 
wages and to have each workshop client 
meet regularly with a counselor for guid- 
ance in the management of money. The 
ideal solution, however, was not possible 
because of the lack of staff and staff time 
available for such purposes. It was with 
reluctance that the committee decided to 
change the method of payment to the one 
described in an earlier section, involving 
depositing wages directly into the patient’s 
hospital account. The decision was based 
on the consensus that the positives accruing 
as a consequence of direct payment were 
outweighed by the negatives resulting from 
poor management of funds. 

To communicate this policy change, a 
group meeting led by the BAMH executive 
director was held in the workshop. The 
immediate response by almost every patient 
was one of anger, e.g., “You trying to treat 
us like babies?’ Patients were allowed to 
express feelings and present counterargu- 
ments. A follow-up meeting was held a 
few weeks later, and while there was still 
some hostility, the beginning of a change in 
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attitude was evident. One patient pointed 
out that it was a much better system, “No- 
body on the ward can bum dough off me,” 
thus resolving a problem which had placed 
a great pressure on a number of patients, 
but one not anticipated by the committee. 
Subsequent group meetings enabled pa- 
tients to work through feelings regarding 
the policy change and it was well-accepted 
in a relatively short time. 

Patients now leaving the hospital from 
the workshop do have substantial savings 
and the policy change is considered success- 
ful. Nevertheless, if personnel were avail- 
able for individual counseling, direct pay- 
ment would add an additional dimension to 
the patient’s workshop experience. 


Groups 

The experience during the period of 
“payroll policy change” of working with 
the patients in a problem-oriented group 
convinced the members of the Workshop 
Committee that such a group should be 
conducted on a regular basis. The BAMH 
executive director has led a workshop group 
on a biweekly basis dating from that time. 

The major goals for the group are: (1) 
a “gripe” session to provide opportunities 
for expression of feelings and gathering of 
information; (2) a forum for announcing 
administrative changes in the operation of 
the workshop as they affect the workers; 
(3) a source of factual information regard- 
ing questions about their hospitalization or 
workshop experience; (4) a motivator for 
patients to look forward to discharge and 
outside employment; (5) an opportunity to 
share experiences and thoughts associated 
with job-seeking. 

The response to these meetings has been 
generally good to excellent. It varies, as one 
would expect, with the number of times 
the patients have met as a unit (at times 
workshop turnover is high, thus substan- 
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tially changing group composition between 
sessions). A large number of issues have 
been discussed in the group, including in- 
stitutionalism, ambivalence over discharge, 
being truthful on work application forms, 
the role of good grooming, and excessive 
drinking. 

The group has served well as a “safety 
valve” at times when feelings were running 
high over one matter or another and ap- 
pears to have played a role in keeping 
relationships within the shop as smooth as 
they are (there have been no fights, heated 
arguments, physical destruction, or other 
symptoms of marked interpersonal dif 
ficulties during working hours). Often, 
members of the group have been therapeu- 
tically supportive of fellow patients who are 
experiencing particularly anxious moments. 
From time to time, the group has alerted 
workshop administrators to potential areas 
of difficulty and thus helped to solve and 
avert problems before they come into full 
blossom. 


Contracts 

The acquisition and maintenance of con- 
tracts constitute the life blood of a paid 
employment program. Without contracted 
work there can be no program. Although 
contracts have been discussed in some detail 
in an earlier section of this paper, addi- 
tional problem areas should be noted. 

A workshop cannot afford to be com- 
pletely dependent on contracts from @ 
single source, because if the one source of 
work should fail, the whole work program 
fails as well. Therefore, initial attempts 
should focus on gaining more than one cols 
tract which can be counted on to provide 
steady work, Having acquired these COn- 
tracts, any kind of contract can be com 
sidered realistically without too much com 
cern for length or quantity of work. __ 

During periods when new work is slow in 
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coming and there is limited work on the 
floor, it is important to pace, if possible, 
the amount of daily production in such a 
way so as not to exhaust the work. It is 
better to maintain the shop in continuous 
operation, perhaps on a shortened work 
day, than to be forced to close down tem- 
porarily or lay off patients because of lack 
of work. 

It is imperative that lines of communica- 
tion and direct contacts be maintained on a 
continuing basis with those firms subcon- 
tracting to a workshop. A contract once 
acquired cannot be relied upon to sustain 
itself without any more attention than in- 
spection in the shop of the finished prod- 
uct. A number of occasions have arisen 
when contracts were about to be terminated 
because of misunderstandings or disinterest 
on the part of the management in the firms 
subcontracting. ‘The workshop volunteer 
director has been the major “trouble 
shooter” for this workshop, and has been 
effective not only in preserving contracts 
but also instrumental in developing addi- 
tional contracts from the same firms. Per- 
haps the lesson learned is that all contracts 
are to be regarded on a marginal status and 
therefore must be treated with tender, lov- 
ing care. This follow-up care of contracts 
may be done by someone employed by the 
workshop on a paid or volunteer basis, but 
it must be done continually in order to 
keep work flowing and contractors happy- 


Volunteers 

A major reason that this workshop has 
been able to operate successfully with 
limited staff is the very substantial amount 
of time contributed by volunteers from the 
community. The volunteer director's 
duties have been outlined, and it is clear 
that he holds a key position in the effective 
Operation of this program. Volunteers 
have worked effectively with hospital and 
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rehabilitation staff in moving workshop 
patients out of the hospital and into the 
community. Volunteers have developed 
employment opportunities, solved housing 
problems, and provided the type of sup- 
port that has enabled the patient to bridge 
the gap successfully between hospital and 
community. A great deal of volunteer time 
is given in the various planning and policy 
meetings involving the workshop program, 
and there was even an instance in which 
volunteers have moved heavy equipment 
from plant to hospital on a Saturday morn- 
ing in order to develop a new contract. 

The volunteers have made it possible to 
operate a well-functioning, smoothly operat- 
ing, and substantial rehabilitation facility 
in a state hospital on a very modest budget. 
Not only do the patients and state benefit 
directly from this program, but the experi- 
ences and involvements of the volunteers 
in this program have a positive effect on 
attitudes toward the mentally ill in the com- 
munities in which they reside. 

Although a number of volunteers are in- 
yolved in the program, the major respon- 
sibilities have been assumed by the 
president of BAMH and the workshop 
volunteer director, both of whom have con- 
tributed substantial time and thought on a 
continuing basis. 


SOME CONCLUSIONS 


The results of this project after two and 
one-half years of operation exceed the ex- 
pectations of its founders. The close 
co-operation and working relationships 
developed among the Massachusetts Re- 
habilitation Commission, Metropolitan 
State Hospital, and the Brookline Associa- 
tion for Mental Health to provide an 
effective service program can well serve as 
a prototype of the highest order for other 
projects. The out-of-hospital percentage of 
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61 for those patients having completed the 
Sheltered Workshop experience, while im- 
pressive on its own merit, takes on addi- 
tional significance in the light of the 
chronic condition of the patients involved. 
Equally impressive is that 76 per cent of 
those patients who have left the hospital 
are gainfully employed in the community. 

The Sheltered Workshop has brought to 
Metropolitan State Hospital a facility that 
it would not otherwise have had. This has 
been accomplished without increasing the 
hospital's budget. Initially, this program 
was received with concern by many hos- 
pital staff people since it represented an 
intrusion into the established order by an 
outside agency and was viewed as possibly 
more burden than help, but the workshop 
has now become fully integrated into the 
hospital and is regarded as a highly valu- 
able resource. There is reason to believe 
that it has helped to lift the morale of staff 
assigned to those chronic wards served by 
the workshop as a consequence of its ac- 
tivity and results. 

The experience of the MRC in working 
with the Sheltered Workshop has helped to 
solidify the concept within this agency that 
the hospitalized mentally ill have rehabilita- 
tion potential and can be helped. 

The shared experience of working to- 
gether productively has developed an 
esprit among the patients in the workshop 
that is almost tangible. Meaningful, 
mutually supportive, mutually respectful 
relationships emerge among these patients, 
the quality of which is rarely seen on the 
wards. These attitudes are also reflected 
on the ward as the workshop employees 
tend to relate better to other patients, have 
a better sense of responsibility, and are 
better-groomed. Interest has been awakened 
among the patients not in the “project,” as 
the workshop is called, into getting into the 

workshop. Among some patients the hope 
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of earning money and retaining self-esteem 
has replaced apathy and dejection. 

The workshop experience has, in some 
instances, resulted in reawakening the im 
terest of families in patients who had been 
neglected for long periods. It has helped 
the families to realize that their relatives 
are once again capable of being productive 
and self-supporting and would not be a 
financial burden if they returned home. 

The workshop program has made an im- 
pact on industries in the Greater Boston 
area. It has helped demonstrate to manu- 
facturers, many of whom were very skep- 
tical, that the mentally ill can be productive 
and are able to do quality work comparable 
to that produced in their own plants. Al 
though only a few of these same manu 
facturers are now willing to employ known 
ex-mental patients, there is evidence that 
the contact with the workshop is influencing 
change in their attitudes toward the men- 
tally ill. There is also what may be termed 
a “rippling out” effect as a consequence of 
the contact these firms and individuals have 
with mental patients that otherwise would 
not have taken place. Changes in their 
attitudes are frequently communicated, in 
turn, to those firms and colleagues with 
whom they do business. Thus, a single 
point of positive contact with mental 
patients is responsible for far-reaching 
changes in attitude toward the mentally ill. 

The utilization of volunteers in new and 
creative ways has been a hallmark of the 
paid employment program from its in- 
ception. The workshop volunteer director 
is a business executive who states that he 
never would have become involved with the 
mentally ill had not his particular talents 
been needed. He, in turn, with a similar 
appeal, has interested other businessmen 
in working for the mentally ill. X 

The effectiveness of the BAMH hospital 
volunteers has been increased through their 
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involvement with workshop patients from 
the time they enter the program until they 
are ready to leave the hospital, and after. 
Planning living arrangements, developing 
employment leads, and providing social 
support when the patient has returned to 
the community are some of the significant 
ways in which these volunteers work with 
and assist professional staff. The volun- 
teers, in helping return the patient to self- 
supporting community living, concentrate 
on the strengths displayed in a work situ- 
ation and “soft-pedal” the history of mental 
illness. 

A paid employment program gives to the 
patient about to leave the mental hospital 
the only positive feature in an otherwise 
negative history of hospitalization, insofar 
as industry is concerned. Industry is little 
concerned with the fact that an individual 
is significantly less pathological after “X” 
months of treatment when compared to 
condition at time of admission. Industry 
is far more concerned with the skills, work 
habits, and capacity to work with and for 
people that an individual brings to a job. 
The Sheltered Workshop experience can 
provide the concrete answers to industry's 
concerns. 

A paid employment program for the hos- 
Pitalized mentally ill should not be con- 
Strued as the only effective rehabilitative 
Program in a mental institution, nor are 
these conclusions meant to imply this. It 
is one segment, one of the final segments, 
of a therapeutic and rehabilitative complex 
of services and programs designed to return 
the hospitalized mentally ill to a state of 
health and adjustment that will make pos- 
sible their return to community living. 


NEW DEVELOPMENTS 

The successful progress of the Sheltered 
Workshop, as it met the needs in a number 
of areas, pinpointed or created needs in 


other areas. The BAMH has already 
moved into new programs as a 5 

It was noted carly that a number of 
patients who were ready for release from 
the hospital could not leave for want of a 
therapeutic living arrangement. ‘These 
were individuals who were 
“half-way house” stage, but not yet ready 
for truly independent living. In an effort 
to meet this need, the BAM 


teers, in conjunction with the professional 
staff of the Brookline Mental Health Clinic, 


community, working productively and im- 
proving their level of adjustment. The 
demonstrated effectiveness of this program 
has led to the demand for the establishment 
of similar living arrangements for males 
and adolescents as well. 

The search for appropriate employment 
openings for patients inevitably presents | 
problems and frustrations. Although the 
workshop patients have good work histories 
to “sell,” finding an employer who is will- 
ing to “buy” continues to be difficult. The 
BAMH, in its efforts to open up job oppor- 
tunities, has been instrumental in develop- 
ing formal arrangements with two major 
department stores in downtown Boston for 
the employment of selected workshop 
graduates. Four patients have already 
been successfully employed, and the stores 
are pleased with the program. As this ar- 
rangement becomes more widely publicized 
in the business world, it is anticipated that 
it will result in more job opportunities for 
the ex-mental patient. 

The workshop offers training oppor 
tunities for students in rehabilitation coun 
seling. This facility has already been uti 
lized by the placement of two students em 
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rolled in the Harvard University Medical 
School Psychiatric Rehabilitation Intern- 
ship Program at the Metropolitan State 
Hospital. It is anticipated that arrange- 
ments with other university programs will 
develop in the future. 
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APPENDIX A 
Conditions of Employment 
Sheltered Workshop 

Metropolitan State Hospital 

1, Employees are expected to be neatly and appro- 
priately dressed. 

2. Employees must report to work punctually. 
8. Lunch is taken from 12-1, outside the workshop. 
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4, There are 2 coffee breaks—15 minutes ead 
10:30 A.M. and 2:30 P.M. 

5. Payments for work completed will be 
weekly, on time plus picce-work basis. n 
will be deposited to the employee's hospital 
count and a duplicate deposit slip given to) 
employee for his own record. Money 
drawn from the account according to the @ 
lished hospital rules. 

6. Employees are advised to save as much m 
as possible toward the time when they may Be 
leaving the hospital. 

7. Employees will have an opportunity to 
periodically with a rehabilitation counselor am 
with a social worker to discuss their progress if 
the project. 


APPENDIX B 

The following are some of the more important ad 
vantages of our Sheltered Workshop Project Wi 
employers: 


1, Compliance with Wage-Hour Laws 


This workshop is authorized to produce goods 
interstate shipment under a special certificate i 
by the Wage and Hour Division of the U. S. De 
partment of Labor. 


2. Subcontractor Relationship 


The relationship of this workshop to its em| 
is that of a subcontractor, Except for paying 
going piece rate for work performed, the emp 
incurs no other costs or responsibilities, as exp 
below. 


3. Elimination of Indirect Labor Costs 


a. Federal Employer Taxes. The Internal 
enue Service has furnished us with a written TU 
that activities carried on within the hospital for 
purposes of rehabilitation are exempted from 
Federal employer taxes. 

b. State Unemployment Compensation Ta 
The Commonwealth of Massachusetts, following 
lead of the federal Internal Revenue Service, 
also given a written ruling that the Sheltered 
shop Project at this hospital does not subject 
operating firms to the Massachusetts Unemployment 
Compensation taxes. 

c. Workmen’s Compensation. Inasmuch as 
people are not employees of the company for WI 
the work is being done, premiums are not requ 
for workmen’s compensation. 


Employment as a rehabilitative technique 


d No Fringe Benefits. You eliminate the expense 
of fringe benefits such as hospitalization insurance, 
pension funds, etc, that may be applicable to 


employees. 


4. Overhead Savings 


a. Rental Equivelent. The Metropolitan State 
Hospital furnishes valuable work areas, including 
heat, light and power for the carrying on of the op- 
eration. This reduces the cost of rent or rental 
equivalent at your plant and may free valuable 
space for other work activities. 

b. Supervisory Personnel. The project is super- 
vied by one or more full-time supervisors whose 
function it is to make certain that patients are 


trained in good work attitudes and habits as a 
preparation for a return to the community and out- 
side employment. 

© Personnel Problems. Subcontracting with this 
workshop reduces problems of recruitment, training, 
record-keeping and labor turnover, It provides a 
flexible work force which can be expanded or re- 
duced in accordance with your production demands, 
d. Employer Liability. Inasmuch as these pa- 
tients are not employees of the company, there is 
no responsibility for medical care in connection with 
any injury or accident that might occur to them 
while in the performance of the work. All necessary 
care and treatment are furnished by the Metropoli- 
tan State Hospital while they are engaged in this 
rehabilitation activity. 


BERTRAM M. MANDELBROTE, M.B., FRCP, DPM, OXFORD, GREAT BRITAIN 


Although the first mental hospital (The 
Royal Bethlehem) was founded in 1247, 
in medieval times little was done for the 
mentally ill. It was only in the latter part 
of the 18th century, by dint of the enthusi- 
asm of a few public-spirited men and the 
existence of deplorable conditions, that 
Parliament was stirred to legislate for the 
provision of mental hospitals to meet the 
needs of the more indigent members of 
the community. With the 1808 Act of 
Parliament, each City and County borough 
was encouraged to build an “asylum” for 
its mentally ill. The period 1820 to 1860 
has been referred to as the “moral” era of 
treatment in mental hospitals. Pioneers 
in charge of these early hospitals demon- 
strated that humane and understanding 
treatment, in a setting which catered to 
occupation, recreation and sympathetic 
awareness, was not only possible but pro- 


Dr. Mandelbrote is Physician Superintendent at 
Littlemore Hospital, Oxford, Great Britain. 


This paper was given as a Maudsley Bequest Lec- 
ture, February 2, 1964. 
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Running a British 
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duced surprisingly good results. Many of 
the names associated with the “moral” era 
of treatment are now household words in 
psychiatry. Connelly, Browne, Tuke, 
Gardiner Hill and Pinel, for example, 
did much to liberalize and humanize men- 
tal hospital management. In the middle 
of the 19th century Crommelinck wrote 
that in many British hospitals the treatment 
of the mentally ill was of the highest order. 

At this time emphasis was on small 
institutions in spacious, tranquil settings, 
close personal inter-relationship ge 
staff and patient and concern for mar 
vidual needs. Medical staffing was limited 
to two or three doctors. The organization 
depended largely on the zeal, imag 
and initiative of the Superintendent. n 
such a setting, mechanical restraint was 
abandoned by Gardiner Hill as early 3 
1837. The best mental hospitals nae h 
sharp contrast to the pathetic ine 
of the bulk of the pauper ill and frail w ; 
were crowded together in large workhouse 
with the minimum of skilled aren n 
By the end of the 19th century, institution 
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had grown vastly in size. Concern for the 
individual was very little in evidence and 
public anxiety in the main reflected the 
need to isolate the mentally ill in a cus- 
todial setting at some distance from the 
community at large. Legislation con- 
tributed to Superintendents’ preoccupa- 
tion with the prevention of escape rather 
than to the rehabilitation and resettlement 
of the individual in the community. Be- 
tween 1890 and 1930 the mental hospital 
population consisted entirely of people 
who had been certified as of “unsound 
mind” and compulsorily detained. The 
vast majority of these patients were suffer- 
ing either from psychosis, senility or mental 
deficiency, which in Britain we now call 
subnormality. 

Since 1930 there has been a steady in- 
crease of admissions to mental hospitals 
as patients have been admitted on a volun- 
tary basis (Mental Treatment Act, 1930) 
and lately on an informal basis. An anal- 
ysis of the altered picture suggests that a 
larger number of patients, with lesser 
degrees of psychiatric disorder, is reflected 
in the changed admission rate. These are 
predominantly psychoneurotic problems, 
depressions and personality difficulties, but 
also include an increase of senile disorders 
and, to a lesser extent, schizophrenic admis- 
sions (Ratcliff 8). Admissions have multi- 
plied six to tenfold over the last 30 years. 
This rising admission rate has not mate- 
Nally altered the number of long-stay pa- 
tents accumulating (Oram et al.,") nor 
îs there much to suggest that this represents 
an actual increase in psychiatric disorders 
m the community. It seems, rather, to be 
an extension of the field of interest of the 
Psychiatrists linked with the mental hos- 
pital. 

Even today standards in mental hospi- 
tals vary enormously and must indirectly 
reflect factors associated with the running 
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of the hospital. To analyze the problems 
of running a mental hospital, a series of 
questions have been posed which will re- 
flect the overall problems encountered, 
(a) What is the function of a mental hospital? 
(b) What is its composition? 
(c) How can the skills of the hospital be utilized 
to achieve the maximum therapeutic results? 
(d) What facilities are required to run the hospi- 
tal efficiently? 
(e) What relationship does the hospital bear to 
other medical and psychiatric services? 
(f) What is the attitude of the community to the 
hospital? 


THE FUNCTION OF A MENTAL 
HOSPITAL 
On the surface this would appear to be 
obvious: the function is to provide medical 
and nursing care for people who are ill 
and effectively achieve their resettlement 
and rehabilitation in the community. 
However, many aspects of mental hospital 
development conflict with this. Thus, the 
mental hospital has always been associated 
with relieving the community of the burden 
of the mentally ill and providing asylum 
for people who, because of mental illness, 
are unable realistically to face their re- 
sponsibilities in the community at large. 
Our institutions are the only hospitals 
where administration is much complicated 
by legal decisions, where the patient may 
not want the doctor's help, and where 
family and community desires may take 
precedence over the wishes of the patient. 
The hospital needs to provide a climate 
that will effect a sense of common trust 
between patient and staff, thus surmount- 
ing these initial difficulties and making the 
patient feel that those trying to help him 
are really on his side. 


COMPOSITION OF THE MENTAL 
HOSPITAL 

In England and Wales there are 130 mental 
hospitals of more than 100 beds each, 69 
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TABLE 1 


Littlemore Hospital 


Staff to patients: 1 to 14 
Total: 460 


Nursing staff (whole time eq.) 
Domestic staff 

Administrative and clerical staff 
Building and engineering staff 
Professional and technical staff 
Catering staff 

Medical staff 

Laundry staff 

Farm and gardens staff 
Hairdressing and sewing room 
Others 


ee eeuawswet 


ma 


| 
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of which have more than 1,000 beds each 
(the average figures), Staff-to-patient 
ratios * vary from one-to-one to one-to-three. 
At any time the majority of mental hos- 
pitals have a hospital community of 
between 1,000 and 2,000 people. At Little- 
more Hospital (Oxford) in 1959 there were 


*In Britain, the word “staff” refers to all em- 
ployees, and not merely to professional personnel. 


TABLE 2 


Stil How longin | Bornin| Born 

Single | married | _ hospital? Oxford | elsewhere 
i0 40 Tro qan m | 8 
47 | 9 Over 2 years 54 46 


Figures are in percentages of hospital census. 


900 patients and approximately 400 staff. 
Reorganization of the hospital and. im- 
creased recruitment have led to the number 
of patients dropping to 630 while the staff 
roster has increased to 460. (Sce Table 1). 

A large segment of the population of the 
mental hospital are people who have be 
come isolated from their families and the 
community. A study of the present popu- 
lation under my care at Littlemore shows 
that the bulk of the patients who have been 
in hospital for more than two years are 
either single, widowed or divorced, and 
are separated from their families. Thirty 
per cent are not visited and have no links 
with the community, and many of them 
have lived most of their lives outside of 
the catchment area of the hospital. (See 
Tables 2 and 3.) 

Gore and Jones! have described a more 
drastic situation at Menstone Hospital in 


TABLE 3 
In Table 3, Class A indicates that the patient regularly receives visitors 


and also has consistent outside contacts. 


Class B means one or 


the other (but not both). Patients who have neither visits 
nor outside contacts are grouped in Class C. 


Where born? 


Still Never 


Elsewhere 


Hosp. area 


married 


How long in hospital? 
Class and per cent Less than More than 
of total 2 years 10 years 
9%—A 
61%—B 
30%—C 
Asa ratio of total 


‘Numerals refer to percentages and represent Littlemore’s population in January 1964. 
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TABLE 4 


One year prevalence rate 


Diagnosis Kidlington Percent 
Neurotic 91 17.3 
Psychotic 2 0.4 
Psychopathic 3 0.6 
Subnormal + 2 0.4 
Toul 98 18.7 


MANDELBROTE 
Littlemore Per cent Total Percent 
130 22.7 221 20.1 
3 0.5 5 0.4 
8 la n 1.0 
2 0.4 4 04 
143 25.0 41 21.9 


ee eee 
There were 175 people with illnesses described as psychosomatic Hines. These were equally distributed between the Kit 
Hington and Littlemore areas and represented 14.39% of the population interviewed. 


Leeds, where virtually half the patients had 
no contacts with the outside world. 

In the total planning of a hospital serv- 
ice it is an advantage to have some aware- 
ness of the psychiatric morbidity in the 
local community and to assess the extent 
to which this problem can be helpfully 
tackled. A prevalence study carried out 
at Littlemore and Kidlington (two sub- 
urban areas of approximately 8,000 per- 
sons) showed how strikingly morbidity con- 
trasts with the diagnostic categories which 


TABLE 5 


Hospital population, December 1961, 
Littlemore Hospital, Oxford 


Under 60: 
Hos- Over over 
pital 2years 2years 
Schizophrenia 47 336. 19% 
Organic brain syndromes 
and senile states 56 : 
Epilepsy including psychosis 
and subnormality f 40 37 bl 
Subnormality + 20° SAME 
Miscellaneous including 
brain surgery 16 i n 
Affective states 3 ake i 
Personality disorders includ- 
ing alcohol addiction 20 3 s 
Psychoneurosis (excluding 
depression) 20 l j 
EEEE) + o- ae 
700 498 228 


ee AE O T, 
$ In the U.S.A. R 
as mentally eine “ubnormal” patients would be classed 


represent long-stay patients, (See Tables 
4, 5 and 6.) 

Most people in the prevalence study 
seek help reluctantly; in the main their 
problems are not such as to enforce hospi- 
tal stay and are at present only very 
modestly catered for in the developing 
out-patient and day hospital services. Pub- 
lic and family doctor education should 
lead to earlier referral of difficulties and 
the development of healthier attitudes and 
patterns of behavior. With good day 
hospital, outpatient and community serv- 
ices, most of the psychiatric disorders that 
require prolonged mental hospital admis- 
sion are those involving chronic person- 
ality and psychosocial difficulties. This 
needs to be taken into account in any 


TABLE 6 


Hospital population, December 1961, 
Littlemore Hospital, Oxford 


Complement of patients over 60 
More than 2 
Total years stay 
ieee See oe 
Men 110 90 
Women 225 185 


nen aneeee anions cee 
Total: 335 275 
Per cent of total 


population. 48 


program of rehabilitation and resettlement. 
This in turn involves close liaison and 
cooperation with many agencies in the 
community and the development of services 
and programs that facilitate maximum 
community assistance. 


HOW CAN THE SKILLS OF THE 
HOSPITAL BE UTILIZED TO 
ACHIEVE THE MAXIMUM 
THERAPEUTIC RESULTS? 


In every sphere of running a mental hospi- 
tal, leadership and initiative are essential 
qualities for the heads of the several de- 
partments. The Director has to have the 
capacity to utilize these qualities to achieve 
an end-product that will be maximally 
beneficial to the patient in terms of his 
treatment and resettlement. Patients’ as- 
sets and capacity for responsibility need 
to be mobilized so that patients too be- 
come contributing members of the hospital 
community. Consideration needs to be 
given to the circumstances in which people 
work and to the provision of adequate 
facilities for teaching and research, which 
are part of the total requirements of the 
skilled professional and technical person- 
nel. Yet how frequently does this resemble 
the true situation? 

One of the most challenging facets of 
mental hospital management is the curious 
discrepancy between the standards of 
management prevalent in different hospi- 
tals. My own experience relates to two 
appointments as Physician Superintendent, 
which involved administering three mental 
hospitals. These mental hospitals were of 
average size (900 to 1,500 beds) and were 
typical of many mental hospitals in the 
mid 1950's. In all three there was gross 
over-crowding with large numbers of pa- 
tients who were deteriorated in their habits 
and appearance and unoccupied through- 
out the day. Medical and nursing staff 
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shortages were marked and there had been 
constant difficulty in recruiting people for 
vacancies. Many of the wards of the hos 
pital were locked and the contact with the 
outside community was very limited, so 
much so that there was a gross reluctance 
to show people around the hospital. Classi- 
fication had essentially been abandoned; 
at most some separation of recent admis 
sions from long-stay patients was achieved. 
Sexes were rigorously segregated anc much 
nursing was concerned with ensunag that 
patients did not escape from the wards. 
This preoccupation with the prevention of 
escape was further emphasized by high 
fences and walls and by the constant lock- — 
ing of ward doors and intermediate doors 
in corridors, plus eternal vigilance at the 
exit gates of the hospital. There was much 
preoccupation with parole cards for pa- 
tients who were allowed any privileges. 

This setting has been described in order 
to emphasize how overall attitudes towards 
the hospital and the patient in a mental 
hospital have very much determined the 
extent to which the legal aspect of stay 
is emphasized to the detriment of a setting 
which is therapeutic and rehabilitative. 
These hospitals have undergone considera- 
ble change—change which has brought 
them into line with the progressive devel- 
opments of British psychiatry over the last 
decade. Developments have involved 
changing the setting from one in which 
patients are “managed” to one where free 
communication and the dignity of the pa 
tient is of paramount concern, where there 
is no longer a need to be obsessed with the 
locking of doors and other measures which 
militate against a therapeutic atmosphere, 
where the sexes are integrated and the 
assets of the individual are utilized to com 
tribute positively to life in the hospital 
community and subsequently in the com- 
munity at large. 
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These ideas have gained momentum, 
influencing both hospital policy in other 
parts of the world and our own legislation 
towards the mentally ill, which culminated 
in the Mental Health Act of 1959. If one 
analyzes what was done, or needs to be 
done, to effect change, then certain basic 
concepts become applicable. Some of them 
have been described previously? in an 
attempt to analyze what is involved in 
eflecting change in the mental hospitals. 
They may be summarized as follows: 


(a) Climate for Change 

The climate for change is most favorable 
when change is desired by both patients and 
staff and is supported by Regional Board 
and Management Committees. Public 
opinion will also have its effect on develop- 
ment. There is great human interest in 
mental health, and good liaison and educa- 
tion are strong forces which can be mobi- 
lized in support of new ideas. Equally, 
these forces can be directed against change 
if not properly handled. 

The Director of a psychiatric hospital 
can effect changes in various ways, but 
there are few substitutes for close personal 
contact and good personal relationships. 
This applies as much to the Director's 
relationships with members of the public 
and members of the Management Com- 
mittee and Regional Board as it does to 
the patient and staff in the hospital com- 
munity. 

An analysis of successful business organi- 
zations shows that success depends not only 
on the energy, drive, initiative and imagi- 
ETEA of the director, but on the extent 
to which maximum participation in and 
e ation with the organization can 

achieved both in executives and employ- 
Ses. If one substitutes staff for executives 
and patients for employees, then this is 
equally applicable to the hospital setting. 
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(b) Facilitating Communication 


To be sufficiently aware of what is hap- 
pening in the hospital and to achieve 
maximum use of the skills of hospital per- 
sonnel, it is necessary to have effective 
channels of communication. This is im- 
portant in any organization but especially 
so in the running of a mental hospital. 
Sociologists have commented on the limi- 
ted awareness that doctors have of what 
is happening in the ward as a whole. 
Various platforms can be devised for facili- 
tating communication. At Litdlemore the 
Physician Superintendent or his deputy 
meets regularly with all the “Heads of 
Staff’ which include nursing and adminis- 
trative personnel. This enables everyone 
to express problems encountered in his 
own department and leads to a greater 
awareness of each other’s needs, In many 
hospitals there is a rift between the nursing 
and medical personnel and others involved 
in administration. This has arisen largely 
from lack of reciprocal trust or from rivalry 
for prestige. In many hospitals the nurs- 
ing and medical staff have gained the 
feeling that financial considerations over- 
ride all ideas for progress; this may result 
in apathy and demoralization. 

A “Heads of Staff’ meeting enables each 
department to gain a better understanding 
of the others’ difficulties and needs, It 
leads to more effort towards working for 
a common goal, i.e. providing more satis- 
factory treatment for the patient. Each 
staff chief or department supervisor pro- 
vides opportunities for members of his 
staff to channel into the meetings prob- 
lems and ideas that they may have, The 
Matron f and Chief Male Nurse meet with 
the nursing administrative officers, charge 
nurses and ward sisters (staff nurses). Then 


eo ee ee ee 
The “Matron” in a British hospital would be 
Director of Nurses in an American institution. 
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we have a weekly medical staff committee 
attended by all doctors to deal with medi- 
cal problems and related administrative 
matters. At monthly intervals the Senior 
Medical Staff Committee discusses prob- 
lems and ideas for future developments. 
Regular meetings between the Physician 
Superintendent and consultants are held 
to discuss their needs. 

In the day-to-day management of his 
patients, the Consultant meets with his 
medical and nursing staff to discuss prob- 
lems and coordinate ward organization. 
At Littlemore, clinical treatment is based 
on a two-team system. Each team has 
equal facilities for continuity of care of 
its patients. The overall classification of 
patients, and the use of wards, has given 
each team facilities for admitting a variety 
of problems to different wards in its charge, 
apart from the geriatric sick units and a 
clinic which is grouped mainly for prob- 
lems involving psychotherapy. These 
units, shared by all four Consultants, are 
under the administration of one Consultant. 
An individual ward may be organized as a 
“community” with facilities for a meeting 
of the entire ward in addition to the 
planned treatment for each patient, or 
wards may be linked together in a thera- 
peutic unit that is managed in this way. 
Many Consultants have found that freer 
communication has contributed a great 
deal to the overall appreciation of the 
happenings in the ward, and has been in- 
valuable to both patients and staff in 
terms of the extent to which group pres- 
sures have controlled or modified behavior. 
Part of the plan of rehabilitation involves 
showing patients how to rediscover assets 
and how to participate in responsibility. 
This may be achieved by helping patients 
represent their own interests in Patients’ 
Social Activities Committees, Catering 
Committees, or Entertainment Committees 
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and in a variety of social and cultural pro- 
grams. Many patients can be involved in 
the organizing of a hospital magazine which 
is a useful way of effecting communication 
and channeling interests. Not least im- 
portant is the need for the Medical Director 
or leader of the team to be readily accessi- 
ble to both patients and staff. Suggestion 
boxes serve a useful role in bringing to 
the notice of the leader of the team the 
most pressing difficulties of individual 
members of the hospital community— 
(often the most difficult and aggressive 
members!) 


(c) Problems of Over-crowding and Classi- 
fication 

When this situation gets out of hand, 
it may lead to apathy and demoralization. 
In running a hospital it is important to 
keep it a therapeutic and rehabilitative 
agent. Many ideas have been expressed 
about classification. Smith? has decribed 
how he dealt effectively with this problem 
by establishing admission units which con- 
centrated on the entire problem of the 
new admission. In this way, it was possible 
to reduce the extent to which new admis- 
sions were contributing to chronic over 
population. 

This is also very much in the minds of 
planners concerned with developing large 
units in general hospitals that will effec- 
tively deal with the majority of psychiatric 
problems in such a way as to achieve @ 
return to the community. 

However, in both instances these worth- 
while aims are of lesser value if many 
patients are rejected as unsuitable, oF if 
they are transferred to other parts of the 
mental hospital, or taken out of the g 
eral hospital because they have not 1M- 
proved quickly enough. To get the staff's 
maximum participation it is important tO 
improve the morale of all units of the — 
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hospital and to help everyone feel that 
his work carries prestige and interest, This 
involves a system of classification that has 

ific treatment aims in view and that 
leads to the development of skills which 
can provide job satisfaction to the partici- 
pant. 

Our system of classification at Gloucester 
and Littlemore (Oxford) stresses the need 
for homogeneity of behavior and interest 
on the part of the patients, and for the 
particular unit a special function with 
which the staff could identify. The greatest 
emphasis was not placed on an admission 
unit, as patients were admitted. to several 
units at any one time. Lately, groups of 
wards linked together and organized in 
special ways have ensured both the full par- 
ticipation of all the staff in the total pro- 
gram and strong identification with the 
aims of the treatment program with which 
each is particularly concerned. By classi- 
fying patients into small groups, nursing 
attention has been focused on those whose 
unpredictable behavior presents a threat 
to themselves or to the community. Grad- 
ually the number of patients in this cate- 
gory has been reduced, and attention has 
been paid to the efficient staffing and pro- 
gramming of these small units, which we 
call “closed groups.” The concept of 
“closed group” nursing 3 has been a 
intermediary step in management, facilitat- 
ing the development of an “open door” 
Policy. Once this change has been achieved, 
doctors and nurses can focus their ener- 
Sies on treating patients and developing 
à testing ground to prepare patients for 
the community at large. 

Studying the composition of a mental 
ie ital community indicates the extent 
ia Which social isolation contributes to a 
mS Say in the hospital. In the first 
instance, the most effective way of prevent- 
ing this isolation is to develop a system of 
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screening whereby all patients and their 
families are seen prior to admission to the 
hospital, either in out-patient clinics or 
in their homes. Consideration is then 
given to the total situation, the role of the 
hospital in treatment, and the role of 
the family and community in subsequently 
effecting resettlement. With this prelimi- 
nary procedure, more satisfactory relation- 
ships can be established between the psy- 
chiatric staff of the hospital, the family 
doctor and the family. Then the extent 
to which long stay is determined by social 
reasons can be reduced. Effective screen- 
ing can also make possible the treatment 
of many patients as out-patients or in day 
and night centers. When social difficulties 
predominate, emphasis can be placed on 
resolving the social problem. In this way, 
the overcrowding which might choke the 
therapeutic developments of the hospital 
can be relieved until hospital reorganiza- 
tion effects a greater discharge of people 
who have improved sufficiently for resettle- 
ment. Maintaining continuity of contact 
between patients and family and commu- 
nity, and continuity of care of the patients 
after discharge, requires energy and per- 
severance, but it seems of considerable 
importance. Relatives’ groups and social 
clubs are useful additions to the personal 
contact that is frequently necessary. 


(d) Programs of Rehabilitation of the 
Long-stay Patient 


This only really begins when the hos- 
pital has begun to use its resources effec- 
tively and has achieved a degree of thera- 
peutic reorganization. Rehabilitation and 
resettlement schemes involve the assess- 
ment and planning of work situations for 
patients according to their requirements 
and capacity. One of the most striking 
changes in mental hospitals recently has 
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been the extent to which patients who 
were previously unoccupied are now en- 
gaged in planned work projects. These 
provide a financial incentive and a variety 
of projects are possible:— 

(1) Sheltered workshops in the hospital (with or 
without sub-contracts) mostly for the more 
“damaged” patient. 

(2) Realistic projects in the hospital with effective 
assessment and corresponding remuneration. 

(3) Sheltered workshops outside the hospital. 

(4) Industrial Rehabilitation units. 

(5) Contract work outside the hospital for groups 
of patients. 

(6) Individual placement. 

(7) Resettlement of patient from hospital to 
hostel, lodgings or home. 


To achieve this degree of organization 
involves developments both inside and out- 
side the hospital. It is necessary to have 
people with skills and enterprise who can 
effectively make judgments about patients’ 
work capacity and to develop a climate 
within the work setting to achieve results. 
Community attitudes of both workers and 
employers need to be modified in such a 
way as to give people who have had a 
long stay in the hospital the opportunity of 
sympathetic understanding and placement 
in suitable sheltered settings and job situ- 
ations, With the mobilization of commu- 
nity understanding, once an adequate 
capacity for work has been demonstrated, 
people with some degree of social incompe- 
tence can be resettled in the community 
either in hostel, home or lodgings. Board- 
ing out plans and special housing schemes 
merit exploration. Supportive follow-up 
arrangements provide the continuity of 
care required by many such patients, 


(e) What Facilities Are Required to Run 
the Hospital Efficiently? 


The problem of mutual trust and good 
human relationships has already been out- 


216 


lined. As most mental hospitals were built 
in the middle of the latter part of the last 
century, thought has to be given to the 
alteration of the structure of the building 
in order to facilitate such things as suitable 
classification, the integration of the sexes, 
sufficient material comfort and personal 
privacy. These requirements have to be 
met within the modest budget provided 
for mental hospitals without competing 
unduly with other items of expenditure 
which may seem more important, such as 
the presence of suitable skilled staff. 

Much can be done by efficient and skilled 
lay administrators, but there is a certain 
awareness of basic patient needs which 
can better be determined by the medical 
and nursing staff. The standard pattern 
for sanitary annexes remained the Minis- 
terial pattern despite the fact that it was 
30 years out of date. The preoccupation 
with keys for bathroom faucets, the horse- 
box-like toilet doors designed to ensure 
that the staff would be able to prevent a 
patient from committing suicide in the 
toilet, and many other antiquities, reflect 
the old preoccupation with custodial care. 

In some respects a new, fresh look, de- 
signing accommodations to meet ordinary 
everyday needs, is much more appropriate 
and will stimulate both staff and patients 
towards a pride in their community and 
more normal behavior. Unless some well 
informed person actively looks into the 
question of basic comforts for patients 
(pictures on the wall, suitable bathrooms 
and toilets, pleasing decorations and fur- 
nishings, adequate facilities for personal 
possessions) the home-like atmosphere, S° 
much more appropriate for the psychiat 
rically ill, will be lost. Examples are the 
impecunious slum-like conditions or the 
more well-to-do but soulless, cold, sterile 
surgical clinics that represent some of the 
new mental hospital buildings in different 
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parts of the world. Once lay administra- 
tors have been activated to think along the 
right lines, most of this work can be dele- 
gated to them. 


LINKS WITH THE LOCAL 
AUTHORITY 


The task of the mental hospital today is 
not an isolated one, but is in fact that of 
providing and coordinating overall facili- 
ties for psychiatric management in the 
community. The 1959 Mental Health Act 
appears to make provision for two parallel 
services, the hospital service and that of 
the Local Authority. My experience has 
been that to coordinate the services and 
make them effective, close liaison is essen- 
tial. The lead not infrequently needs to 
come from the director of the mental 
hospital. At Littlemore weekly meetings 
are held and attended by all the social 
agencies involved in the management of 
psychiatric problems in the community. 
Discharge policies are discussed by the 
medical staff, and the role of the social 
agencies is indicated so that mental welfare 
officers and social workers are familiar with 
the Patient and his problems prior to his 
leaving the hospital. Ready communica- 
tion between all the social agencies and 
the Consultant with whom they are linked 
18 easily possible. In order to deal with 
the recurrent problems which arise in 
People suffering from schizophrenia, de- 
pression and other psychiatric illnesses, 
regular reviews of patients’ progress in 
bas community are held so that patients’ 
*quirements are met at the earliest pos- 
time. The family doctor needs to 
ee into these overall arrangements 
ae communication with him is es- 
on a bbe this may not be suffi- 
a 2 with the possible changing pat- 

general practice, special effort needs 
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to be made to better psychiatric education 
and liaison. 


EDUCATION OF THE PUBLIC AND 
DEVELOPMENT OF A COMPREHENSIVE 
PSYCHIATRIC VOLUNTARY 
ORGANIZATION 


Public attitudes towards the problem of 
mental illness have a good deal of bearing 
on the effectiveness with which a hospital 
can function. Attempts at educating the 
public and altering attitudes to promote 
maximum development of psychiatric serv- 
ices becomes a vital part of the running 
of any good psychiatric service. A League 
of Friends* can help meet the needs of 
many patients who have been socially iso- 
lated, both by befriending them and by en- 
abling them to take a new interest in mat- 
ters outside the hospital. Also, the 
League’s contribution of skills may do much 
to enrich the cultural environment of the 
hospital community. Co-operation with 
the press and police can do much to develop 
better public relations. To effect these 
changes, energy, imagination and initiative 
are necessary. It is necessary for the Medi- 
cal Director to be interested in these devel- 
opments and to instill interest in those 
members of his staff who will be prepared 
to speak before various community groups 
and act as public relations officers by con- 
ducting various members of the public 
around the hospital. 

In the long run, the patient is the best 
advertisement for the hospital. It is only 
when the raising of hospital morale and 
the improvement in the setting has been 
accomplished that the public will be will- 


nmi 
* The League of Friends in British practice com- 
bines the volunteer programs familiar to American 
mental hospitals with the activities of volunteer 
groups affiliated with agencies in the general com- 
munity, 
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ing to identify more closely with the mental 
hospital. 


EFFECTS OF CHANGE 


With the change from the hospital to a 
community service, and the development 
within the hospital of a greater feeling of 
mutual trust and self-respect, there is little 
need for compulsory detention of pa- 
tients. Most of our patients are now 
managed on an informal basis and are 
prepared to accept community judg- 
ments which tend to reinforce decisions 
about the patient’s unsuitability for dis- 
charge. In this changed setting, the num- 
ber of patients under compulsory detention 
has dwindled to just over 2 per cent of the 
hospital community. Overall morbidity 
has been reduced by the higher level of 
social efficiency, more patients have been 
discharged, more have become employable, 
and sedation is rarely necessary. Inconti- 
nence among schizophrenics has virtually 
disappeared and aggressive, impulsive be- 
havior diminished, as has apathy and the 
general tendency to withdraw (Mandel- 
brote,* Mandelbrote & Folkard,® and Man- 
delbrote 6). 


FUTURE CONCEPTS 


How will future developments affect the 
running of a mental hospital? Emphasis 
has recently been placed on linking the 
psychiatric service with the general hospi- 
tal. At present 131,000 of the 136,000 psy- 
chiatric beds are in mental hospitals and 
only 888 in teaching hospitals, By 1975, 
if predictions are fulfilled, psychiatric beds 
in general hospitals will have increased to 
20,000. The best principles associated with 
the running of a mental hospital should 
be introduced in the running of general 
hospital units so that these are not sub- 
merged by the administrative organization 
and great needs of the general hospital. 
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At present the developments in many 
mental hospitals have been towards pro- 
viding a psychiatric service for a fixed 
community. In future planning it will 
be important to take into consideration 
the total psychiatric needs of the area pop- 
ulation and the facilities and skills avail- 
able. Consideration will need to be given 
to facilities for the treatment of psycho- 
paths, alcoholics and drug addicts, and that 
large segment of morbidity in the com- 
munity that is mostly psychoneurotic and 
psychosomatic. Some mental hospitals, 
because of their particular sites, manage- 
ment, and size, have become inefficient 
organizations which cannot match the best 
in psychiatric practice. It is anticipated 
that these hospitals will either cease to 
function or will function in a very different 
way. 

The predictions for 1975 still indicate 
that 87 per cent of psychiatric illness will 
be managed within mental hospitals, and 
that there are likely to be 110 such hospi- 
tals. These will need to be small hospi- 
tals, actively concerned with rehabilitation 
and closely linked with the total psychiatric 
program for the community, which should 
increasingly be based outside of the hospi- 
tal, closely linked with social agencies 
and family doctors, and actively concerned 
with the education of the public and a 
greater awareness of its needs. It is 
hoped that the pitfalls of social isolation 
can be avoided by closer contact with 
the family and community and better plans 
for continuity of visiting and care. The 
fact that mental hospitals have accumu- 
lated a large number of people who sce 
unable to return to the community is à 
reflection of our problems in managing 
the psychiatrically ill. Despite all the pro 
nouncements about reduced number of 
beds and interest in community service 
much skill and concern will need to be 
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directed to this overall problem and it 
may not be easily solved. 
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Among first admissions to the Nation’s 
public mental hospitals in 1960, almost 
one out of every four was schizophrenic, 
the ranking diagnosis among such admis- 
sions.6 More than two-thirds of the vic- 
tims are under 45 years of age at the time 
of first public mental hospitalization. In 
1950 Locke et al.4 conducted a study of the 
schizophrenic first admissions to Ohio pub- 
lic mental hospitals. This project con- 
centrated on the ecologic patterns of admis- 
sion rates, investigating whether areas 
heavily weighted with “poor risk” popula- 
tion groups (such as those of high mobility, 
low socioeconomic status, and high pro- 
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Patterns of schizophrenic 
admissions to Ohio 
public mental hospitals 


portions of foreign born) had higher ad- 
mission rates than those areas less heavily 
weighted. The purpose of the present 
paper is to provide needed current descrip- 
tive data and a comparative analysis of the 
ecologic pattern among schizophrenic first 
admissions to the public mental hospitals 
in Ohio occurring around 1960. 

The 88 Ohio counties were classified on 
two major axes (1) as to whether they were 
metropolitan or nonmetropolitan, in ac- 
cordance with Census Bureau definitions 
and (2) as to whether they had high or low 
rates of schizophrenic first admissions. The 
metropolitan-nonmetropolitan delineation 
was based on the concept of standard 
metropolitan statistical areas (SMSA) used 
by the Census Bureau. A standard metro- 
politan statistical area is defined as : a 
county or group of contiguous counties, 
containing at least one city of 50,000 inhab- 
itants or more, or ‘twin cities’ with a com 
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bined population of at least 50,000.” In ad- 
dition to the counties containing such cities, 
contiguous counties are included in an 
SMSA, if “they are essentially metropolitan 
in character and are socially and economi- 
‘cally integrated with the central city.” ° 

The counties were also divided into areas 
of high and low schizophrenic first admis- 
sion rates. The metropolitan counties 
whose rates were lower than the median 
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metropolitan area B. The finding of a 
higher rate in a non-metropolitan area is 
consistent with the 1950 study, and the 
difference at present is much greater. When 
such variables as age, sex, color, marital 
status and occupation were held constant, 
the pattern of higher rates in area A than 
Band C than D were consistently observed. 

Among whites and nonwhites for either 
sex, admission rates for schizophrenia were 


TABLE 1 


Geographic classification of Ohio counties and average annual first 
admission rates for schizophrenia per 100,000 population, 
aged 15-64, to Ohio public menial hospitals: 

July 1, 1958—December 31, 1961 


Schizophrenia first 


Average annual Average annual 


admission rate Number of Census number of first rate per 100,000 
geographic grouping counties population admissions population 
Metropolitan 16 3,898,867 1458 37.3 

High rate area: A 8 2,658,799 1165 43.8 

Low rate area: B 8 1,240,068 288 23.2 
Nonmetropolitan 72 1,831,867 489 26.7 

High rate area: C 36 813,242 270 33.2 

Low rate area: D 36 1,018,625 219 21.5 


Tate for such counties comprised the low 
Tate area and those whose rates were higher, 
the higher rate area. The same procedure 
Was used to differentiate the nonmetropoli- 
tan counties. There resulted four major 


Stoupings of counties designated A, B, G 
and D. 


RESULTS 


me metropolitan rate, 37.3, was nearly 
a cent higher than the nonmetropoli- 
ae 26.7. The statistically signifi- 
lee : gher metropolitan rates are 1n 
ii He with many previous results. How- 
the, it should be noted that nonmetropoli- 

area C has a much higher rate than 


concentrated in the 20 to 44 age groups. 
Earlier peak ages of hospitalization for 
males is evident. Among metropolitan 
area males the peak age of hospitalization 
was 20 to 24, among nonmetropolitan 
males 25 to 29. The peak age among 
females, whether metropolitan or non- 
metropolitan residents, was 30 to 34. Many 
previous studies showed the peak age of 
hospitalization occurring earlier among 
males. 

Admission rates were higher among fe- 
males than males, the differential being 
greater in the metropolitan than nonmetro- 
politan areas. This is consistent with 
1950, when in contrast to higher male 
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rates prior to World War II, the measur- 
ably higher female rates were first ob- 
served. 

In the metropolitan areas, the male and 
female nonwhite rates are two to three 
times higher than the corresponding white 


relative might be factors explaining the 
higher hospitalization rate. That difer 
ential usage of psychiatric facilities exists 
among races is another possible explana 
tion which will be examined in a later 
analysis, incorporating data from all psy- 


FIGURE 1 


Average annual first admission rates to Ohio public mental hospitals 
for patients from metropolitan and nonmetropolitan residence 
areas with schizophrenic reactions, by age, sex and color, 

July 1958—December 31, 1961 
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rates. This is true for every age group. 
These findings concur with those of the 
1950 analysis and have been reported over 
the past 20 years.5 1,8 

Among all state hospital admissions, 
nonwhites form a disproportionately high 
number. Their marginal economic status 
and the limited availability of a custodial 
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chiatric hospital facilities as well as out 


patient clinics. js 
Direct comparison of 1960 rates with 
1950 data showed a universal increase 1 
schizophrenic admissions. The increases 
were more so among nonwhites than whites, 
males than females, older age groups than 
younger. The increase of schizophrenic 


rates to public mental hospitals 
ose of 1950 is alarming, as it has oc- 
despite the development of tran- 
zers and other therapeutic drugs and 
lability of a wider range of psychi- 
ces. The question is whether the 
these rates is due to a true increase 
ne incidence of schizophrenia or an 
d utilization of these public mental 


National figures corroborate 
findings, showing an 8 per cent 
in age-adjusted public mental hos- 
ophrenia rates from 21.0 in 1950 
960. 

admissions to the public 
hospitals in Ohio have a lower 
‘of years of school completed (9-9) 
general population (10.9), such 
appear to be the case among 
ssions with schizophrenia (11.1). 
50 study also found “no consistent 
etween the rates for groups of 


sted rates based on total Ohio population 14-64 years of age. 
to use available Census data by age, metropolitan counties Allen, Butler, 
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different educational level in the different 
areas.” 

When areas were consolidated to allow 
for age adjustment, an inverse relation 
between educational level and schizophrenic 
admission rates emerged, particularly 
among metropolitan area males where the 
rate for those with at least eight years of 
schooling was nearly one and one-half times 


TABLE 2 


Average annual age adjusted * first admission rates to Ohio public 

mental hospitals by years of school completed, sex, and 
residence for patients with schizophrenic reactions: 

July 1958-December 31, 1961 


Clark and Lorain were shifted to the 


that for those with some years of high 
school and twice the rate for those with 
some college education (Table 2). Among 
females and nonmetropolitan males, how- 
ever, the differences were not nearly so 
striking. The aberrations among the rates 
for the various grades of elementary school 
are inconsistent with the inverse relation- 
ship. As educational attainment is so 
highly correlated with socioeconomic 
status, the higher “classes” may well utilize 
other psychiatric facilities than the public 
mental hospitals to a greater extent. The 
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role of education with respect to schizo- 
phrenia can be clarified only by further 
systematic study. 


Marital Status 


The highest admission rates for schizo- 
phrenia occur among the divorced and 


picture of higher female rates is the emer- 
gence of higher male rates, except among 
the married. Fifty-seven percent of the 
female admissions were married compared 
to less than forty per cent of the male ad- © 
missions. When rates were standardized — 
for age and marital status, female rates 


FIGURE 2 


Average annual age adjusted first admission rates to Ohio public 
mental hospitals for patients with schizophrenic reactions by marital 
status, sex and residence: July 1958—December 31, 1961 
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separated, irrespective of residence or sex. 
Admission rates are lowest among the mar- 
ried. Among males, the rate of admis- 
sion of the single ranges from nearly three 
to over four times that of the married. 
Among females rates were consistently 
lower among the married; however, the 
differential between the rates of the single 
and married was not nearly so marked as 
among males. Contrary to the overall 
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NONMETROPOLITAN 7 


Males Females 


Widowed 
E Married 


remained higher in comparison to male 
rates, 38.8 to 34.9 for the metropolitan area 
residents and 27.7 to 24.9 for the nom 
metropolitan residents. 

The excessive hospitalization rat 
mental illness among persons divorced an 
separated may well be indicative of a cause 
and effect relationship. Does the onset 
of a mental illness precipitate an unsucces 
ful marital adjustment and the breaking 


es for 
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up of a home, or does a marital breakup 
produce stress to such an extent that a 
psychosis results? Although there would 
appear to be an immunity from schizo- 
phrenia for people who marry, it is likely 
that this group is more amenable to out- 
patient care or short-term hospitalization 
in a psychiatric facility other than the 
public mental hospital. Only through 
further intensive study may a clear picture 
of the relationship of marital status and 
schizophrenia be obtained. 


Occupation and Employment 

When data were analyzed with respect 
to the major occupation of the employed, 
laborers had by far the highest rates for 
all study areas and both sexes (Table 3). 
Among males, high rates were observed 
among service workers and farm occupa- 
tions, There appear no remarkable dif- 
ferences among male rates in the remaining 
occupational categories. 

Among females, rates for laborers were 
followed at some length by the domestic 
occupations, High rates among service 
workers were observed among females also. 
Only 26 per cent of the female schizo- 
phrenic first admissions were employed. 
Census data were not available for females 
keeping house” in 1960 as in 1950, thus 
tendering the evaluation of the role of 
employment quite limited in the present 
analysis. Rates for clerical workers, the 
Major occupation of employed schizo- 
phrenic female admissions, are substan- 
tially lower than the overall rates for fe- 
males but the rates among service workers 
and domestics, which together constitute 
nearly half of the employed female admis- 
Sions, are substantially higher. 
ae en Tates were age adjusted for the 
E an major occupational groups of em- 
hee males, no major modifications of 

ndings based on Table 3 were evident. 
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The finding of very high rates among 
unskilled workers is consistent with the 
1950 study results, It may well be that 
public mental hospitalization is the only 
alternative for these lowest paid workers.” 


TABLE 3 


Average annual first admission rates 
to Ohio public mental hospitals by 
sex, residence, and major occupation 
groups of employed patients with 
schizophrenic reactions: July 
1958—December 31, 1961 


Metro- | Nonmetro- 
Occupation politan politan 
SS ee ee 
Males 

Professional, technical 

and kindred workers 19.3 14.4 
Managers, officials and 

proprietors except farm 16.1 8.7 
Clerical and kindred 

workers 25.0 14.8 
Sales workers 19.4 12.8 
Service workers 47.2 36.7 
Farmers and farm laborers 53.1 28.0 
Craftsmen, foremen and 

kindred workers 20.0 15.6 
Operatives and kindred 

workers 18.6 15.8 
Laborers 102.2 99.9 

Females 

Professional, technical and 

kindred workers 26.3 12.2 
Clerical and kindred 

workers 24.4 15.8 
Domestics—private house- 

hold workers 74.2 58.0 
Service workers except 

domestics 46.1 $1.0 
Operatives and kindred 

workers 13.0 4.4 
Laborers. 230.6 280.0 
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Yet the exorbitancy of these rates merits 
concentrated investigation into the role of 
occupation in mental illness. Studies in- 
corporating occupational histories should 
prove enlightening. 


Migration 


When data were analyzed with respect 
to nativity, only 14 per cent of the foreign- 


to Ohio than for those born in the state. 
Among females the native migrant had 
higher rates than the foreign-born; how- 
ever among males the reverse was true. 
The higher rates among migrants 
prompted an investigation of admission 
rates from areas of Ohio delineated by 
migration rates. There resulted five area 
groupings, two metropolitan and three 


TABLE 4A 


Average annual first admission rates per 100,000 to Ohio public mental 
hospitals by age, sex, residence and nativity of white persons 
with schizophrenic reactions: July 1958—December 31, 1961 


Metropolitan Nonmetropolitan 
Sex and age 
(in years) Native-born Foreign-born Native-born Foreign-born 
Males (15-64) 28.1 21.8 25.0 22.7 
Adjusted total * 27.7 34.8 25.1 30.9 
15-24 35.5 58.6 28.7 50.7 
25-34 38.9 47.5 39.6 45.1 
35-44 30.1 29.8 24.6 14.4 
45-54 18.8 19.8 16.2 23.9 
55-64 6.5 6.7 9.5 14.5 
Females (15-64) 33.4 26.8 26.4 29.2 
Adjusted total * 83.1 35.4 26.6 35.1 
15-24 27.8 29.5 22.1 55.5 
25-34 50.1 61.1 40.6 11.3 
35-44 42.0 42.6 34.7 47.0 
45-54 25.2 22.9 17.9 42.8 
55-64 10.9 9.6 10.4 10.9 


* Adjusted rate based on total Ohio population 15-64, 


born white admissions were diagnosed as 
schizophrenic compared to 23 per cent of 
the native-born white admissions. How- 
ever, when admission rates were adjusted 
for age, the foreign-born had higher rates 
(Table 4A). This finding is in agreement 
with recent results 2 which, in contrast 
to innumerable past studies reporting ex- 
tremely high rates among foreign-born, 
have found their rates only slightly higher. 

Table 4B shows that the rates among the 
native-born are higher for those migrating 
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nonmetropolitan. Higher admission rates 
from the high migration rate metropolitan 
area were barely discernible. Among the 
nonmetropolitan areas, an inverse pattern 
emerged for both sexes, i.e. the area with 
the highest migration rate had the lowest 
admission rate. 

The observably higher rates among 
Migrants to an area are consistent with 
previous results. It would appear that 
migration is not an overriding factor m 
schizophrenia admission rates and that 
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TABLE 4B 


Average age adjusted * annual first 
admission rates to Ohio public mental 
hospitals by race, sex and nativity for 
native-born patients 15—64 years of 
age with schizophrenic reactions: 
July 1958-December 31, 1961 


Average annual 
age adjusted first 
admission rates per 
Sex, race and place of birth 100,000 population 
Male 
White, born in Ohio 26.0 
White, born in other states 29.9 
Nonwhite, born in Ohio 72.8 
Nonwhite, born in other states 81.9 
Female 
White, born in Ohio 29.4 
White, born in other states 36.5 
Nonwhite, born in Ohio 80.2 
Nonwhite, born in other states 93.0 


* Age adjusted rates based on total Ohio population 25-64 
Years of age. 


areas characterized by high migration, an 
index of high population mobility, are not 


necessarily “high risk” areas for this di- 
sease, 


DISCUSSION 


High rates of schizophrenic admissions 
were found among population groups con- 
sidered to have high proportions of indi- 
Viduals in the lower social and economic 
Strata of society. High rates among mi- 
Stants and persons single, divorced and 
Separated are indicative of highly mobile 
oS aad groups. It was thought that 
in è goch seemed influential in affect- 
8 admission rates among population 
ap Wasa also affect admission rates 
+ ied geographic areas. This 
€sis was not borne out. There ap- 
eed _ Outstanding differences in the 
tistics of the communities in area 
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A that would account for its higher ad- 
mission rate when compared to area B; 
the same appears true for nonmetropolitan 
areas C and D. The higher rate for non- 
metropolitan area C when compared to 
metropolitan area B is inconsistent with 
the generally accepted picture of higher 
rates in metropolitan areas. It may well 
be that the availability of other psychiatric 
facilities shown in Table 5 funnels off some 
of the would-be state hospital admissions 
from the metropolitan areas. Whether 
this actually occurs will be examined in a 
later analysis which will incorporate data 
from all psychiatric resources. 

The most remarkable aspect of the 
present study is the degree to which the 
findings concerning the characteristics of 
schizophrenic admissions concur with those 
of a decade ago. A wider range of other 
psychiatric facilities as well as the develop- 
ment of new therapeutic drugs have all 
occurred during this period. Alarming is 
the fact that public mental hospitalization 
rates have increased for schizophrenia 
despite the advances made over the ten 
year period. Under present study are data 
on admissions to all psychiatric facilities, 
which will provide a better measure of 
the incidence of such psychoses, a clearer 
profile of such patients and perhaps a 
clearer picture of the ecological distribu- 
tion of the schizophrenic as well. 


SUMMARY 

Rates of schizophrenic first admissions to 
Ohio public mental hospitals during the 
three and one-half year period, July 1958- 
December 31, 1961 per 100,000 population 
were higher among (a) persons 20 to 44 
years of age than persons in other age 
groups; (b) metropolitan area residents 
than nonmetropolitan residents; (c) fe- 
males than males; (d) nonwhites than 
whites; (e) the single than the married, the 
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TABLE 5 


Average annual first admission rates to Ohio public mental hospitals 
for patients with schizophrenic reactions aged 15-64, number of 
psychiatric facilities and admissions for specified hospital 
categories by residence, 1960 


Psychiatric facility 
Schizophrenic admission rate 


State hospitals* 
Number 
Admissions 
Private mental hospitals* 
Number 
Admissions 
General hospitals with psychiatric facilities* 
Number 
Admissions 
V.A. hospitals or psychiatric facilities 


Outpatient psychiatric clinics 3 


Metropolitan | Nonmetropolitan 
A B =e “p 
43.8 3.2 | 23.2 21.5 
10 4 B y 0 
9391 3039 s209 | 
} 
| 
4 3 0 0 
1914 798 
9 0 0 
4752 4825 
2 1 0 1 
27 14 7 4 


2 Data obtained from Hospitals, Guide Issue, Journal of American Hospital Association Part II, 1961. 
®The data for general hospitals with psychiatric facilities were obtained from the 1960 report schedules sent to the Bie 


metrics Branch, National Institute of Mental Health. 


Data obtained from the 1959 Directory of Outpatient Psychiatric Clinics—National Association for Mental Health and 


National Institute of Mental Health. 


greatest rates occurring among the divorced 
and separated; (f) laborers than other oc- 
cupational categories. These findings were 
consistent with those of a like analysis a 
decade earlier, 

Incorporated into the present study was 
an analysis of admissions by nativity which 
showed higher rates among migrants to 
Ohio, whether foreign-born or native-born, 
than among those born in the state. These 
results are in concurrence with recent find- 
ings with respect to nativity. 

Unsuccessful was the attempt to relate 
these findings to the characteristics of dif- 


fering rate communities. A planned simi-’ 


lar analysis of admissions to other psychi- 
atric resources is under way. The factor 
of such other facilities may well have an 
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impact on the present findings based solely 
on state hospital admissions. 
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A guide toward establishing 
patient government 


Before patient government or a patient 
council can flourish, four basic factors must 
be considered: the broad cultural field, the 
attitudinal field of the administrative and 
professional staff, the attitudinal field of 
hospital personnel and the attitudinal field 
of the patients. 


THE CULTURE 


The establishment of a patient government 
in a hospital is related to the political struc- 
ture in which the institution exists. For 
example, in countries where a dictatorship 
exists and is congruent with modal cul- 
tural values, a similar hierarchical structure 
is likely to exist in the hospital. The ex- 
tent to which the democratic process is 
accepted by the hospital population is the 
extent to which democratic procedures may 
be introduced. 


Dr. Marshall is a Fellow at the Postgraduate Center 
for Mental Health, New York City and psychologist, 
Lincoln Hall, Lincolndale, N. Y. 
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PROFESSIONAL AND ADMINISTRATIVE 
ATTITUDES 

A second major factor in determining the 
viability of patient government is related 
to the medical-social model by which the 
hospital operates. In countries where one 
would expect patient government to flour- 
ish, there exists a broad continuum which 
ranges from ridicule and rejection of the 
concept to a complete acceptance whereby 
patients virtually operate non-medical as- 
pects of the institution. In hospitals where 
patient government is a foreign body, the 
staff’s theory of the etiology of mental ill- 
ness and its treatment philosophy may be 
characterized as biological, i.e. emphasis 
on the genetic, constitutional, physiologic 
and biochemical nature of disorders. 
Heavy emphasis is on careful oben 
correct diagnosis of the “disease” an 
treatment with drugs. But where patient 
government is an integral part of the pe 
day life, etiology is more broadly concely 
in that genetic, constitutional, early infan- 


familial, social and cultural factors are 
sized. Concepts are more molar and 
ore related to the social, vocational and 
mona! aspects of a patient’s life. More- 
er, there exists the attitude that the pa- 
can (with the help of other patients, 
lly, professional personnel and others) 
y determine and be responsible for 
progress he makes. 


ATTITUDES OF PERSONNEL 


A third factor involves the opinions of all 
bersonnel toward the mentally ill. Cohen 
and Strucning* have pointed out the exist- 
‘ of five underlying attitudes toward 
Mental illness, Briefly they are: 


1. Authoritarianism, which marks the mental pa- 
tient off as different from and inferior to nor- 
mals. This implies submission to authority, 
coercive handling of patients and avoidance 

| of thinking. 

È Benevolence, wherein patients are seen in a 
Kindly, human, but paternalistic way. 

3. Social restrictiveness, which emphasizes the re- 

striction of mental patients during and after 

hospitalization because of their threat to family 
and society. 

4.Mental hygiene ideology, a positive approach 
embodying the tenets of the modern mental 

© health creed. 

S.Interpersonal etiology, which reflects the be- 
lief that mental illness arises from interpersonal 
experience. 


It is suggested that patient governments 
Cannot be more than fleeting ghosts if the 
pital personnel are characterized by at- 
ides of authoritarianism and social re- 
ctiveness. For patient government to 
have meaning, it is likely that personnel 
Must be high in benevolence, mental hy- 
Biene ideology and interpersonal etiology 
4nd low in authoritarianism and social re- 
‘Strictiveness, Cohen and Struening * have 
Own that major differences in attitudes 
ĉxist among the disciplines and hierarchy 
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in hospitals; it is accordingly argued here 
that a fair amount of attitudinal consist- 
ency should exist among personnel in order 
for the councils to gain the cooperation 
they need from all reaches of the hospital. 


PATIENT ATTITUDES 


A fourth variable must be considered: the 
attitudes of the chronic schizophrenic to- 
ward the opportunities and responsibilities 
of self-government. Some reports imply 
that (beyond an occasional initial enthu- 
siasm) patients are reluctant to involve 
themselves. Hartlage* suggests that pa- 
tients from lower economic and social strata 
have little familiarity with democratic pro- 
cedures; hence they may become conflicted 
or confused in an atmosphere which has 
little relevance to their past and future 
value systems, Rather than assume that 
most patients “naturally” have little inter- 
est in and aptitude for self-government, 
perhaps their past institutional experience 
might be considered. If they have learned 
patterns of submission and abrogation of 
personal rights, they may be unfamiliar 
with (and suspicious of) involving them- 
selves in a social system incongruent with 
their past reality. The “readiness” of most 
of the patients for self-government is a 
function of the “readiness” and skill of the 
staff to provide an optimal atmosphere for 
patient growth. 

In sum, the four necessary conditions 
under which patient government may flour- 
ish are: (1) a democratic culture, (2) a hos- 
pital administration which values and ac- 
tively supports social therapies, (3) a cadre 
of personnel which shares a philosophy of 
treatment that has as its base democratic 
and benevolent attitudes toward patients 
and (4) a body of patients who can con- 
structively use the opportunities for self- 
regulation. 
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Patient Government or Patient Council? 


Distinctions of degree may be made be- 
tween a patient government and a patient 
council. At one pole, we have as a model 
the small New England town meeting 
where issues are openly discussed by every- 
one, where everyone has a vote in decisions 
and where the group is totally responsible 
for the consequences of its decisions. In 
England, under the influence of Maxwell 
Jones and Joshua Bicrer, patient groups 
approximate this model. In the United 
States smaller private hospitals have strong 
patient government. At the opposite pole 
is the group hastily banded together by the 
personal needs of a very few staff and/or 
patients. They hold gripe sessions and go 
through the motions of proposing action. 
Perhaps the major difference depends upon 
the patients’ ability to evolve a system which 
permits mature and autonomous decisions 
and action on significant issues. 

Rather than discuss an ideal program, a 
practical program is suggested which must 
recognize the limitation of existing rules, 
regulations and policies and the limitations 
of the personnel and patients, but which 
seeks to maximize the potential of all. For 
this the term patient council will be used. 
Let us reserve the phrase “patient govern- 
ment” for an ideal goal. 


ADVANTAGES FOR THE PATIENT 

At least two types of patients gain from 
the council. The first is the relatively pas- 
sive individual who observes but rarely 
participates, except perhaps to vote. He 
gains some identification with the group 
and realizes that the group, through cer- 
tain processes, gains some power and facil- 
ity in solving its problems and accomplish- 
ing tasks. Frequently, as he feels more a 
part of the group, he gains in confidence 
and is able to express himself. 
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The second type of patient is the more 
active individual who assumes leadership 
roles. He tests his limits while testing the 
limits of the strength of the group. These 
patients often become integrated enough 
to leave the hospital. The dynamics of the 
benefits of the leadership role are unex 
plored but two hypotheses are offered, 
One: a patient may gain proper identifica- 
tion with the strength of the group, which 
allows him to feel better able to cope with — 
his own problems. Another: a patient may 
assimilate the norms and controls of the 
group, thereby becoming able to accept the 
more general norms of society. 

In general, the gains to patients occur 
through an identification with healthy as 
pects of the group, which induces related- 
ness to a group, responsibility and confi 
dence. 


ADVANTAGES TO THE PERSONNEL 


The major advantage to personnel is that 
eventually patients assume responsibilities 
that are traditionally relegated to the staff. 
Patients begin to care more for each other, 
which reduces the staff's need to observe 
and intervene. There is a reduction of 
acting out and a lessening of anxiety about 
the possibilities of acting out. Patients 
become more sensitive about and promote — 
the cleanliness and order of their surround- 
ings. This reduces the housekeeping chores 
of aides and janitors. Patients 

more socially interactive; this decreases — 
the ennui and despair of recreation work: — 
ers and volunteers. Many patients then — 
turn to furnishing their surroundings 
which results in more meaningful projects 
for manual art and occupational therapists. 
In general, there develops an atmosphere — 
of activity, mutuality, communication f 
trust, which dispels the climate of apathy, — 
suspicion and dull routine. 


E 


ADVANTAGES TO THE HOSPITAL 

The advantages, as against the disadvan- 
tages, that accrue to the administration and 
hospital are few, except the knowledge 
that the communication network is én- 
hanced and that a meaningful and thera- 
peutic process is occurring. Tangible 
benefits may take the form of increased 


tramactions with the community, better 
pablic relations and more volunteers. A 
"Grand Council” may be established 


wherein cach council is represented and 
has direct communication with higher 
echelons of hospital management. If this 
occurs, the advantages of a “feedback” sys- 
tem will evolve. That is, there should be 
a speedier flow of ideas and directives to 
the patients and more accurate reflection 
to management of the effects of patient 
are. 


TANGIBLE GOALS 


The patient sees the Council as a forum, 
* a means of airing complaints, doing 
something about grievances and gaining 
Privileges, comforts and satisfactions. 
Rarely does a patient perceive the goals 
in the same terms as the staff. The staff 
should know the tasks to which pa- 
tents can reasonably address themselves. 
Nothing is as damaging to the council as 

ing out the promise of a goal which 
fact impossible to obtain. Another 

ging ploy is for the staff to intervene 
excessively and do the work of the coun- 
sil. A list of suggested goals is presented 
asa guideline only. This is not an exhaus- 
tive list appropriate for every situation. 
is some suggestion? that councils 
pursue certain goals according to their 
e of development or organization. 
ore detailed accounts of council activity 


may be found in the literature (see bibli- 
ography). 
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Handling of “Gripes” 


Trips 

The patient council may sponsor trips 
to educational and entertainment resources 
within commuting range. Museums, his- 
torical sites and amusement facilities be- 
come important contacts with reality which 
may be exploited by patients organizing 
such trips and sharing their experiences 
afterwards. One mute and disoriented pa- 
tient began to speak after a trip and dated 
his birth from that meaningful contact. 
Another mute and negativistic patient sud- 
denly began talking about the train ride 
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and the scenes weeks after a trip. Patients 
report a renewed human concept of them- 
selves as they sit, well-dressed and groomed, 
waiting to order from a menu in a restau- 
rant. If the group has any social cohesion, 
the behavior of otherwise moderately dis- 
turbed patients is model on trips. 


Social Events 

Even in the beginning stages, the council 
can plan parties, dances and picnics with 
little aid from staff. Occasions such as 
patients’ discharges, birthdays, New Year's 
Eve, Christmas, Hallowe'en and other holi- 
days can provide reasons for social inter- 
action which are congruent with normal 
living. Usually an entertainment com- 
mittee can be relied upon to invite ladies, 
provide food and use the resources of the 
Recreation department, Athletic events 
may be organized by patients for competi- 
tive and/or social purposes. The earning 
or collecting of funds for these events poses 
a problem which patients have struggled 
with meaningfully and solved to their great 
satisfaction. 


Use of Space and Furnishings 

Patients may have constructive ideas 
about the use of space and the need for 
furnishings. All too frequently staff, in a 
“do-good” effort, rearrange furniture, se- 
cure bookshelves, lamps and rugs, and face 
the patients with a fait accompli. The staf 
is sometimes hurt because no gratitude is 
shown by patients. The patients, on the 
other hand, are again passively receiving 
something which confronts them with their 
own helplessness and lack of involvement 
in their immediate surroundings. It is sug- 
gested that patient councils provide a forum 
wherein staff and patients can reasonably 
determine the real physical needs of the 
ward and set about cooperatively to attain 
common ends. When patients are in on 
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the planning, buying or construction of 
improvements to the ward, the patients 
take better care of the material and de 
structiveness is minimized. 


Orientation of New Patients 

Patient councils usually evolve a com- 
mittee charged with the duty of orienting 
new patients. Frequently the council 
evolves a handbook which incorporates 
orientation material and also embodies the 
philosophy and norms of the ward. 


THERAPEUTIC GOALS 


The activities listed above are those 
which in a custodial hospital are organized 
and dominated by staff. The staff gives to 
or feeds the patients. Slowly but inevitably 
the staff must give up this orientation and 
the patients must give up their passive 
position. Both staff and patients must ac 
cept the idea of the patients learning how 
to gain satisfactions through their own ac 
tion, e.g. to feed themselves. 

After some of these tangible goals have 
been reached, and the council has identi- 
fied itself, patients begin working on ways 
of maturely controlling and limiting their 
behavior. Work rosters are set up; regu- 
lations about swearing, drinking and the 
like are posted. Bizarre or destructive be 
havior is evaluated. Patients may become 
concerned about the attendance at patient 
council meetings and set up a “Bring 4 
Buddy System” which can be extended to 
other activities. At first the general norms 
of the hospital are used, but later more 
meaningful laws appropriate to the group 
are established. Patients begin to mod- 
ify their behavior because of peer group 
pressures, The manner in which the Coun 
cil comes to terms with deviants is most 


interesting. Usually the patients, in ® 
caricature of hospital authority, aa 


jecting of and cruel to the offender. 


must work closely with the council at 
fis point to set limits for council authority 
to help them set up realistic means of 
g with deviant behavior. Many coun- 
evolve an advisory committee to the 
to recommend action by the staff. 
issues as privileges, passes, discharges 
d so on, usually considered within the 
of the staff, are discussed by the 
Their decisions are seriously 
ted by the staff. It has been demon- 
that patients can make valuable 
ions about their colleagues. It is 
‘these processes that patients come close 
ideal of a patient government, 


The Difficulties 

somewhat idealistic and positive pic- 
has been painted about patient coun- 
so far. Normally, patient councils 
provide little difficulty in the first stages 
ecause the patients are so dependent on 
and tend to anticipate the staff's 
However, once the council begins 
dentify itself as a group and recognizes 
le of its potential power, the council 
begin to test the limits of that power. 
onal demands will exist side by side 
h appropriate requests. Outrageously 
tile comments are followed by insight- 
lyses. The staff must steel itself to 
ate each proposal on its own merits 
ind be prepared to face the council with 
Me council’s inappropriate demands as well 
to extend itself to the fullest in promot- 
‘Teasonable requests. When reasonable 
nds are not responded to appropri- 
ely, the group may (in reaction to its 
Helpless frustration) become grandiose in 
Position and press for bizarre goals. On 
other hand, if unreal goals are pro- 
ted by the staff, the council will (in its 
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vantages” which accrue from patient gov- 
ernments. Bluntly put, at certain stages 
the councils provide more work and more 
non-traditional action from the professional 
and administrative staff, Hospital person- 
nel may feel threatened as they are asked to 
step out of their formal roles and extend 
themselves; staff frequently feel that the 
patients are trying to dictate, manipulate 
or otherwise usurp power, or they feel 
frustrated in not having the patient coun- 
cil accept their own ideas and plans, In 
sum, the existence of effective patient coun- 
cils demands increased interchange between 
staff and patients resulting in enriched and 
complex. affective states which will hope- 
fully dispel some of the apathy and chronic: 
ity of the hospital population. 


PROCEDURE 
Organization 

It has been suggested that the staff wait 
until the patients themselves express the 
need for a council. Crises within a ward 
may provide opportunities and reasons for 
patients to organize. Other authorities say 
that the staff should initiate and structure 
the council and then disengage themselves 
as the patients assume mature responsibil- 
ity. In any case, the total staff should be 
apprised of the goals of the council and 
be prepared to accept and actively work 
with the council. In initiating a council, 
the staff should be guided by the principle 
that the staff assume responsibility only 
where the patients do not have the capacity 
to function, Patients must feel that they 
have the active backing of ward staff and 
hospital management. Issues such as the 
times of the meetings, criteria for member- 
ship, attendance at meetings and so forth, 
are determined in large part by local con- 
ditions and needs. The manner in which 
they are settled and their resolution reflect 
significant attitudes on the part of the staff. 
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Elections 

As patients begin to meet they focus on 
immediate needs and “grievances.” They 
evolve committees to accomplish these 
tangible goals. After patients observe each 
other in action they appraise the ability of 
their peers to lead them, They then move 
toward election of officers. A board of 
governors or executive council is elected. 
At this stage, the group may experience 
the need to become familiar with parlia- 
mentary procedures. A standard parlia- 
mentary guide may be provided. The ex- 
ecutive council usually includes a chair- 
man, secretary and treasurer, Because of 
the rapid turnover of officers, some system 
of alternates or replacements must be 
evolved. Committees are appointed by the 
executive council. Frequency of elections 
should be established. 


Minutes 

Detailed minutes of meetings must be 
kept. The patients should be expected to 
elect a colleague who can keep good 
records, A rough draft of the minutes 
should be kept in the council’s files as well 
as a typed copy. A distribution list for 
the minutes should be established to in- 
clude appropriate hospital personnel. 
Copies of memoranda should be main- 
tained in the files. If patients do not have 
facility in keeping records, administrative 
personnel should help. 
The Constitution 

After the first stages, patients usually 
sense a need for the codification of their 
goals, rules of order, roles and the like. 
Constitutions and by-laws from councils 
inside and outside the hospital should be 
on file in a designated office in the hospital 
so that patients may guide themselves in 
drafting a constitution appropriate to their 
needs. A mimeographed copy of the con- 
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stitution, perhaps embodied in a patient 
orientation handbook, affirms the signif 
cance of the constitution and the patient 
council. 


Staff participation and support 

Without the continued interest and sup 
port of the total staff, councils will de 
teriorate. A member of the professional 
staff should be appointed as advisor, He 
ought to attend all meetings. All staf, 
especially nursing assistants, are encour 
aged to attend as often as possible. If pro 
fessional staff cannot attend regularly, the 
patients must devise some means of re 
flecting their activity to the staff, by mem- 
oranda, minutes and weekly discussion at 
building staff or personal contacts. 


SUMMARY 

1. A general orienting philosophy about 
patient government is presented along with 
specific recommendations for evolving and 
maintaining a meaningful patient govert 
ment. f 

2. Before a significant patient council 
structure is developed, certain conditions 
must be met: 

a. that the total staff view the presence of a pa 
tient council as a therapeutic social program 
and process which will eventually lead patients 
to greater responsibility for themselves 
their milieu. 

b. that the total staff be prepared to guide pr 
tients not only toward achieving tangible ae 
but toward instituting a social system which 
as self governing as possible. 

c that the staff prepare themselves to one 
non-traditional roles, to abandon vestiges 
authoritarian attitudes and to respond er 
peutically to both the apathy and activity 
the patients as they band together. 


3. Advantages of patient councils to p% 
tients, personnel and hospital management 
are noted. 

4. Tangible activities and goals for P® 


tient councils are discussed such as airing 
of complaints, lecture series, trips, social 
events, creative use of space and furnish- 
ings and orientation of new patients, 

5. Therapeutic goals in terms of in- 
ceased individual and group autonomy 
and maturity are presented, 

6 Organizational procedure is noted in 
terms of initiation of the council, elections, 
minutes, institution and staff participation. 
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LAWRENCE, C. HARTLAGE, M.A. 


Expanding comprehensivene 
of psychiatric rehabilitatio 


Effective rehabilitation of a psychiatric pa- 
tient must take into consideration at least 
two variables: the strengths, aptitudes and 
interests of the patient, and the availability 
of various social and vocational settings to 
him. The former of these is generally fairly 
exhaustively assessed through psychiatric in- 
terviews, psychological testing and social 
workers’ evaluations of the patient's back- 
ground, but there is usually no such well- 
established investigation of factors involv- 
ing the latter. 

The availability of social acceptance for 
a mental patient is largely a matter of indi- 
vidual circumstances, based on various idio- 
syncratic factors, but the availability of vo- 
cational acceptance is one in which fairly 
general underlying factors are involved. 


Mr. Hartlage is psychologist, Central State Hospital, 
Anchorage, Ky. 

This project was sponsored jointly by the Vocational 
Rehabilitation Administration and the Kentucky 
Department of Mental Health. 
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For one thing, many companies have ofa 
and plants in widely dispersed geograpt 
areas, with centrally dictated hiring policies 
For another, a company’s decision to hire 
or not to hire a member of a minority groug 
is frequently a function of the public's gë 
eral acceptance of or sentiments to 
that group. ‘ 
The roles of psychiatrists, psychologis 
social workers and vocational counseion 
are clearly defined in assessing the patienti 
strengths and are usually reasonably cleat 
on the parts they should play in integratns 
the needs of the patient with his social set 
ting, but the parts they should play 
approaching employers about hiring ta 
former patients is frequently shrouded 
uncertainty. ; 
Little information is currently available 
about the objections, if any, that employee 
may have toward hiring a former mema 
patient. If the employers, do have objec 
tions, members of the rehabilitation tei 
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need to know these objections in order to 
help the patient overcome them more effec- 
tively, Even before the actual preemploy- 
ment interview, if the objections of the 
employer can be known, steps can be taken 
to provide remedial psychiatric rehabilita- 
tion services, or to prepare adequate substi- 
tutes for any deficiencies. In spite of the 
recognized need for such information, little 
work in this field has been done since the 
pioneer work of Olshansky *. 


PROBLEM 


The current extensive expansion of voca- 
tional rehabilitation facilities for the men- 
tally ill, coupled with advances in psychi- 
atric treatment techniques, and the use of 
psychotropic drugs, will very soon begin to 
show their results in the hundreds of thou- 
sands of ex-mental patients who will an- 
nually be discharged from treatment and 
returned into the mainstream of the unem- 
ployed but employable. The fates of these 
returnees, as well as the ultimate success of 
the progressive vocational rehabilitation 
programs, may be largely dependent on the 
attitudes of the various employers, who will 
decide whether the ex-mental patient is to 
be fully accepted as a qualified employee, 
or will be entrusted with only lower echelon 
jobs, hired with reservations and promotion 
restrictions, or totally rejected. 

Since the eventual criterion of vocational 
rehabilitation is dependent on the receptiv- 
ity and attitudes of employers, the appropri- 
ate orientation of current and future pro- 
grams toward this end may have to take 
ray increasing account how the employers 
feel, what they want, and to what they ob- 
J€ct_most strongly. Particular attention 
must be paid to current high unemploy- 
Pr and its effects on increased employer 

ctivity, together with increased demands 
On the skills and stress tolerance of the 
employees, 


METHOD 


A list of all employers in the Greater Louis 
ville Area employing four or more workers 
was compiled (N=5737), and was subse 
quently divided into five major categories 
as defined by the United States Employment 
Service*: agriculture, manufacturing, nom- 
manufacturing, clerical and sales, and 
service, The number of employers in each 
of these categories was then divided by the 
total number of employers to find the per- 
centage of the total number of employers 
in any given category. Five hundred em- 
ployers were then selected by computing 
(from these percentage figures) the appro- 
priate number from each category as se 
lected by a table of random numbers. (See 
Table 1). 

A comprehensive questionnaire was pre- 
pared, generally oriented toward measuring 
various employer attitudes about former 
mental patients with respect to what the 
employer felt he could expect, in terms of 
job performance, from anyone who had 
been or was being treated for a psychiatric 
illness. After pretesting this questionnaire 
with the Louisville Personnel Association, 
a 16-item, 5 point checklist questionnaire 
was developed to measure these attitudes. 

Each employer selected received a copy 
of this questionnaire, a short factual fill-in 
sheet requesting information about the size, 
principal business and over-all hiring prac- 
tices of his firm, and a brief cover letter 
outlining the purpose of the survey, with 
an assurance of anonymity. The question- 
naires were not coded and the employer was 
asked not to sign either his name or the 
name of his firm. A stamped return enve- 
lope was included with each questionnaire. 


* None of the agricultural employers contacted re- 
sponded to the questionnaire, so this category, repre- 
senting .6 percent of the total number of employers, 
was not counted. 
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TABLE 1 


Types of Industries Represented 


Number of Number of question- Number of 
Industry employers naires sent questionnaires ret'd o ret’d 
Agriculture 35 3 0 0 
Manufacturing 599 52 45 86 
Nonmanufacturing 1,060 92 1l 12 
Clerical and Sales 3,057 265 37 4 
Service 986 88 34 39 
Totals 5,737 500 127 
RESULTS Either the patients and counselors had not 


One hundred twenty-seven employers com- 
pleted and returned the questionnaire. Of 
this group, over 90 per cent felt that an ex- 
patient would be hireable if properly 
trained and qualified; yet fewer than one 
out of every six had knowingly hired a 
former mental patient in the last year. 


sought out these employers, or, if they had, 
apparently they had not mentioned that 
they were ex-patients, or else they were not 
properly qualified for the jobs for which 
they applied. This latter possibility does 
not seem likely, however, in light of the evi- 
dence showing that, in general, an €x- 


TABLE 2 


Employers’ Expectancies of Former Mental Patients as Opposed 
to Individuals with No History of Psychiatric Illness 


Factor 


Act on impulse 

Proneness to sudden violent action 
Unable to get along with coworkers 
Inability to tolerate pressure 
Likely to become mentally ill 
Absentee rate 

Dishonesty problems 

Trouble adjusting to new situations 
Lowering prestige of firm 

Require more supervision 

Tend to be unpredictable 

Have some character weakness 
Inability to function in high level of 
responsibility 

More inclined to suicide 

Be a worse employment risk 

Be of below average intelligence 


Rae te, 
BRE See na epee 


DENS 
S Soe 


Percentage 
More likely No diff. Less likely 

57 21 22 
68 21 i 
30 44 26 
79 1l 10 
67 27 6 
21 64 15 
14 82 4 
68 27 5 
19 77 4 
69 27 4 
55 39 6 
32 65 5 
35 51 14 
43 50 7 
58 35 7 

8 79 13 
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TABLE 3 


Industry Size under 25 
Manufacturing 2.5 
Nonmanufacturing 2.4 
Clerical or Sales 2.4 
Service 2.2 
Overall 2.3 


Index of Employer Receptivity by Size and Industry 


HARTLAGE 
R tivity index 
sabia Weighted 
25-50 50-100 Over 100 overall 

2.5 2.2 2.6 2.6 
ape * one 2.4 
2.7 2.3 2.8 2.4 
2.6 2.4 2.6 2.5 
2.5 2.3 2.6 2.5 


On the five point scale used in this survey, $ indicates a neutral position, 1 indicates a very un- 
receptive attitude toward ex-mental patients and 5 is very receptive. 


mental patient is likely to apply for em- 
ployment at a level somewhat below his 
capabilities and training ê. 

The general consensus of opinion seemed 
to be that there was little difference between 
an ex-mental patient and one who had 
never had a mental illness, with respect to 
getting along well with fellow workers, ab- 
sentee rate, dishonesty, prestige of the firm, 
character weaknesses, adaptability to jobs 
of increasing responsibility, suicidal tend- 
encies, and over-all intelligence. However, 
they felt that in the majority of cases an €x- 
Mental patient was more likely to act on 
impulse, be prone to sudden violent action, 
be unable to tolerate pressure, become 
Mentally ill, have more trouble in adjust- 


s Oe = rr 


ing to new situations, require more super- 
vision, be unpredictable, and be a generally 
worse employment risk. 

Overall, the respondents representing the 
manufacturing firms tended to express the 
most receptive attitudes, followed by service 
industries, clerical and sales, and nonmanu- 
facturing firms. 

The larger industries tended to be more 
receptive than the small ones, both in per- 
centages of returned questionnaires and re- 
ceptivity indices. 

This raises some question about Olshan- 
sky's conclusion that the smaller employers 
were the ones most likely to give an ex- 
mental patient a chance. The smaller em- 
ployers (under 25 employees), particularly 


TABLE 4 


Resulis of Mann-Whitney U Test between Large and Small Industries 
and between Service and Manufacturing Industries 


Comparison of Receptivity Indices 


Manufacturing a 198 20 5 
oe S i eee 
Over 100 

a 281 20 % 
Under 25 a 19 p<-02 


* Probability for Q-tailed tests, Tied scores within ranks were not counted. 
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in the “service” areas, appeared to be the 
ones least likely to hire an ex-patient. 

One very interesting point came to light 
with respect to the actual on-the-job per- 
formance of ex-patients. Seventy-six em- 
ployers of the responding group had knowl- 
edge of ex-mental patients working for 
them, and 58 of these employers felt that, 
with respect to other employees, they com- 
pared very favorably in terms of absentee- 
ism, accidents, ability to function with 
minimal supervision and reliability. 

Another interesting point was that the 
majority of employers (60 per cent) were 
interested in the types of treatment and re- 
habilitation an ex-patient had received, 
whereas a considerably smaller number 
were interested in the types of information 
usually supplied by counselors, such as di- 
agnosis (fewer than 40 per cent were inter- 
ested), is (fewer than 47 per cent), 
and assets and liabilities of the ex-patient 
in the job setting (fewer than 34 per cent). 
Indeed, as Olshansky” pointed out, when 
an employer feels uncertain about the work 
readiness of an ex-patient he may often ask 
for all kinds of medical data that only add 
to his confusion, and the request for medi- 
cal data can serve as a shield which serves 
to conceal his resistance. 

Nearly every responding employer had 
hospital plans covering mental illness for 
management personnel, and well over half 
had such plans for all employees. Nearly 
three out of every four respondents allowed 
time off for outpatient psychiatric treat- 
ment. It appears that mental illness is now 
being handled much the same as any other 
illness in terms of formal personnel policies. 
This is an encouraging trend, since Olshan- 
sky's data suggested that employers had 
given little thought to the problem of men- 
tal illness, generally tending to consider it 
outside the range of their experience and 
concern. 
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DISCUSSION 


The fact that only about one out of every 
four employers who received the questios- 
naire returned it makes the blanket appli 
cability of the findings questionable, since 
there is reason to believe that only the more 
interested and, thus, likely more receptive 
employers are represented in the samplet. 
Because of the anonymity assured the re 
spondents, it was impossible to validate this 
belief. However, the actual percentage 
ratio of sent vs. returned questionnaire: 
among the various industrial categories may 
cast considerable light on which types of 
industries actually represent the employers 
most interested in the problem. 

The survey was made during a period of 
high unemployment in the Greater Louis 
ville area, and this condition had persisted 
for several years prior to the survey." It is 
possible that this may have contributed to 
an elevation of selection criteria by the em 
ployers, since there were generally a large 
number of candidates from which to choos 
for each job. 


SUMMARY 
In an attempt to study the receptivity of 
employers toward hiring ex-mental patients 
in a period of high unemployment, & rai- 
dom stratified sample of 500 employers in 
the Greater Louisville area was mailed # 
questionnaire, to which 127 responded. 
Employers appear to be generally reep 
tive toward the hiring of ex-mental patients 
provided these individuals are trained and 
qualified to perform the job for which they 
apply. Many employers make little or na 
distinction between one who is being of 
has been treated for a mental illness 
one who had not. Overall, the most recep” 


* The five years preceding the survey, m 
unemployment had exceeded 6.9 per cent of A 
total labor force in this area. Six per cent une 
ployment is considered high. 
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tive employers appear to be the large manu- 
facturing firms. 

‘There is some discrepancy between what 
an employer wants to know about the ex- 
patient and what he is told. Basically the 
employer wants to know just one thing: 
‘an the man do the job? The counselor, 
although perhaps more comfortable but- 
tremed with medical facts about the appli- 
cant, may tend to be playing up his sickness 
gather than his strengths. 

Most encouraging were the reports from 
three-fourths of employers, who had known 
expaticnts working for them, that these 
employees compared favorably with other 
employees having no history of psychiatric 
illness. It offers encouragement for psychi- 
atrists and patients alike to know that many 
individuals who have formerly required 
psychiatric treatment, when given an op- 
portunity, have performed reliable, respon- 
sible jobs in industry, and this fact is 
becoming increasingly recognized and ac- 
cepted by employers. 


MARTLAGE 
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ELAINE MIKELS, M.S.W. 


Combating post-hospital bends: 
Patterns of success and failure 
in a psychiatric halfway house 


The psychiatric halfway house appears to 
be an important factor in the current effort 
to disperse responsibility for the treatment 
and care of the mentally ill among broad 
segments of the community, away from the 
exclusive reliance on the large public men- 
tal hospital. 

In this paper we will discuss the accom- 
modative patterns toward self-sustaining 
employment of 40 ex-mental patients who 
resided at Conard House, a psychiatric 
halfway house, from August, 1961, through 
July, 1962. From analysis of the accom- 


Mrs. Gumrukcu is research supervisor, Conard 
House, San Francisco, Calif. Miss Mikels is the 
founder and former director of Conard House. 
1See Ross, Mathew, “Mental Health Programs in 
the Decade Ahead,” Mental Hygiene, 40(October, 
1961), 494-503, for a discussion of the network of 
community psychiatric services. 

2This investigation is supported, in part, by a re- 
search-demonstration grant from the Vocational 
Rehabilitation Administration, Department of 
Health, Education and Welfare, Washington, D. C. 
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modative patterns of these residents, who 
were selected on an experimental basis, 
indicators have been developed for further 
identifying and properly selecting the type 
of patient who can benefit most from this 
halfway house approach to rehabilitation. 
The material presented herein is part of 
a three-year demonstration research * which 
intends to reveal to what extent employ- 
able or trainable psychiatric and mentally 
retarded post-hospitalized patients can be 
rehabilitated in a living situation which 
integrates patients with nonpatients. Spe- 
cifically, in this ecological setting of an old, 
four-story mansion in Pacific Heights, San 
Francisco, the importance of job pursuit 
and normal peer associations in getting 7 
established in the community is presented 
and stressed to the ex-mental patient. 
Practically all halfway houses serve for- 
mer mental patients only. Because it 
houses mental patients in a milieu with 
nonpatients, Conard House is somewhat 


different. At Conard House it is assumed 
the pressures and pleasures of living with 
“pormal”? people is an important exper- 
ience in rehabilitation and one for which 
nothing can be substituted. 

Other specific differences between most 
halfway houses and Conard House are: 


Descriptive Factors Halfway Houses 


Population Mental patients 
Sex Men or Women 
Age 16-65 


Referral source 
Number of residents 
House organization 


Six to twelve 
Meals furnished 


Because the mentally retarded are included 
at Conard House, the functioning level 
may be lower for some residents than in 
other halfway houses, but it is assumed that 
in this relatively large young adult group 
which includes both men and women, one- 
third of whom are nonpatients, a more 
realistic social experience is provided the 
patient group in that models for behavior 
are similar to those in a residence club. 


STUDY GROUP AND METHOD 
The subjects were 40 young adult mental 
patients who were referred to and lived 
at Conard House because of an assessed 
heed for a semiprotective living arrange- 
ment in getting re-established in com- 
munity life. About half were on leave 
status from Northern California state hospi- 
ae and had a supportive and continuing 
mo contact with the Bureau of 
a a Work of the California Department 
hs ma Hygiene throughout the year 
bad ease from the hospital. The re- 
isis 3 Were referred from local hospi- 
rie inics, day centers, psychiatrists, the 
Oates Rehabilitation Service and the 
ent of Public Welfare; follow-up 


Mainly one hospital or agency 
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contact was carried out by the referral 
source. 

With the exception of one Negro female, 
all were white. Specifically, there were 27 
females and 13 males, age range 21 to 35, 
with an average age of 26. The educa- 
tional range was from 4 to 17 years, and 


Conard House 

Mental and/or mentally retarded 
patients with nonpatients 

Men and Women 

21-35 

Numerous—community oriented 
Thirty 

Residents cook for themselves 


the average was 18 years. Cumulative job 
experience ranged from none to 84 months 
prior to hospitalization and the average 
was 20.8 months, mostly in white-collar 
clerical positions. Family background for 
approximately one-third included a broken 
family, usually in the resident's formative 
or pre-teen years. Nearly all of the group 
had experienced such family instability as: 
alcoholic or psychotic parent, severe finan- 
cial insecurity, or overt and sustained goal 
conflict between parents. Diagnostically, 26 
were schizophrenic, 11 nonpsychotic; €g- 
incapacitating neurosis, and 3 borderline 
mentally retarded (trainable and/or educa- 
ble). These patients had been hospitalized 
ae Si e—a 


3 By “normal” people, we mean those persons who 
have had no psychiatric problem, at least one re- 
quiring therapy and/or hospitalization. In this in- 
stance, the group was composed of college students, 
youth hostelers traveling around the world, and 
other unattached single people who were new to 
the city and who sought a temporary, low-rent 
residence while getting established in study or 
work. 

4 This number included five persons who had never 
been hospitalized but who had a long-term debili- 
tating psychiatric problem; one was mentally re- 
tarded. 
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on an average of nearly 14 months, and the 
average number of hospitalizations was 292: 

A research relationship was established 
by the sociologist on the staf through an 
initial interview which was conducted be- 
tween the seventh and tenth day of the 
patient's residency. This interview was 
directed at enlarging on data in the appli- 
cation from the referral source, particu- 
larly in the area of work history, employ- 
ment abilities and preferences, and back- 
ground social data. The researcher, who 


social activities in the house, and in con- 
tact with the co-ordinating agencies serving 
the resident. 


SUCCESS AND FAILURE 


In this rather varied population of 40 ex- 
patients, 24 were considered successful on 
the criterion of sustained employment* 
without intervening rehospitalization at the 
end of their residency. Five were com 
sidered clear-cut failures because they re 
turned to the hospital from the house 


TABLE 1 


Success at Conard House by Prior Hospitalization 


No. of hospitalizations* 


Length of hospitalizations 


Successes Range Mean Median Range Mean Median 
(N=20) 1+4 1.98 1.5 25-120 23.81 12 
Failures 
(N=15) 1-8 3.27 2.0 1.00- 32 8.53 6 


* Excludes the five who had never been hospitalized. 


also assisted in the house program, had con- 
tinuous contact with the residents through- 
out their stay, which ranged from .1 to 16 
months and averaged six months. 

At the end of three months a sociometric 
interview to ascertain job and social ad- 
justment while living at Conard House 
was administered to the resident, or at the 
time of departure if he moved from Conard 
House between the first and third months 
of residency. Although voluntary, inter- 
viewing was rejected by only 1 of the 40 
residents. Interview material was supple- 
mented by the researcher’s direct and par- 
ticipant observation of the resident in his 


en 


5 This criterion of success includes three females 
who left Conard House to get married. 
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and were unable to secure and/or sustain 
employment. Another 11 had not been 
rehospitalized but were considered quash 
failures because they moved to the larger 
community without self-sustaining employ- 
ment and relied on financial support from 
family or public welfare. 

Although an analysis of the social back- 
ground data, including employment his- 
tory, does not reveal significant differences 
between the successes and failures, there 1 
a difference in length and number of hos 
pitalizations. , 

The successes were hospitalized approxi 
mately half as often but twice as long ™ 
cumulative months than the failures. (The 
difference between the successes and fat" 
ures in length of hospitalization is signi" 


TABLE 2 


Success at Conard House by 
Employment History 


Employment prior to first hospitalization * 


Successes Range Mean Median 
(N=20) 0-84 23.65 5.50 
Failures 

T N=) 0-84 23.00 12.00 


* Excludes the five who had never been hospital- 
ized. 


cant at the .05 level by chi-square test.) Of 
the patients hospitalized 11 months or over, 
only 4 were failures; therefore, those pa- 
tients who were hospitalized less than a 
year tend to be failures, and the ones who 
were successful are those who had the long- 
est hospitalization. (In number of hospi- 
talizations, there is a significant difference 
at the .10 level by chi-square test between 
the successes and failures.) Half of the 
successes, but 12 of the 15 failures, had had 
two or more hospitalizations. 

Of the total group (excluding the five 
who had never been hospitalized) nearly 
half had been employed six months or less 
prior to hospitalization, and eight of these 
had never worked at all. There is no sig- 
nificant difference by chi-square test be- 
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tween the successes and failures in length 
of employment prior to hospitalization. 
The significant variable, then, toward re- 
habilitation was not prior work record; 
success at Conard House probably was 
more closely related to type of pathology. 
It is notable that four of the five who had 
never been hospitalized were successful. 

Since no other salient differences were 
noted between the successes and failures on 
such variables as age, education, family 
background and employment history, we 
offer several hypotheses that may explain 
the difference in hospitalization: 

One, failures include more people with 
character problems who do not require 
long hospitalization but do not. become 
very functional either. 

Second, the failures include more people 
with brief, recurrent mental illness. They 
are hospitalized for short periods but then 
illness recurs. 

Third, long hospitalization, at least for 
some patients, may develop more readiness 
to become self-sustaining in the larger 
community; therefore, rehospitalization be- 
comes less likely. 


TYPOLOGY OF SUCCESS AND FAILURE 


From an over-all analysis of the data on the 
first 40 patients accepted at Conard House 


TABLE 3 
Typology of Success and Failure 
Length of 
Tybe Residence Success Failure Total 
(Months) (Number) 
Way stationer if 0 7 
Saturated graduate 13 10 0 10 
Premature departee 8 9 17 
lett rider 16 2 2 4 
Poor referral E 0 5 5 
24 16 40 
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in its demonstration-research project, we 
have developed a typology of success and 
failure. 

Although this typology is based on a pau- 
city of numbers, it establishes important 
hypothetical guidelines to assess further 
the types of patients who can accommodate 
to the goal of self-sustaining employment 
while living at Conard House. A cursory 
description of each type may be helpful. 

The “way stationer” resided at Conard 
House nearly five weeks, at which time he 
was able to move to the larger community. 
During his stay he showed no overt signs 
of “post-hospital bends’ * and mobilized 
toward employment and social contacts 
within the first week of residency. 

At the failure end of the continuum are 
the “poor referrals” or the clear failures; 
that is, they returned to the hospital within 
amonth. This type showed extreme post- 
hospital bends, appeared too sick for release 
from the hospital, and made no effort to 
socialize with others in the House, nor to 
seek employment. In all of these cases, it 
was discovered that the patient did not 
want to be released from the hospital, and 
the decision to come to Conard House was 
mainly that of the doctor or social worker. 
In these cases it appears that the screening 
done by staff at Conard House, prior to 
acceptance of the patient, was insufficient.? 

The three groups between the extremes 
are of most interest. 

The “premature departee” remained at 
the house about two months. Rather than 
6 “Post-hospital bends” is a term coined to describe 
the fear reactions of some ex-mental patients as 
they leave the protective atmosphere of the hospital 


and are confronted with the reality of job and 
social pursuits. 


7See Margolin, Reuben J., “The Mental Patient 
Who Wants to Fail,” Rehabilitation Record, 4(March- 
April, 1963), 84-39, for an interesting discussion of 
the patient who is able to negate efforts of rehabili- 
tation help. 
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displaying any overt signs of post-hospital 
bends, this type rebelled against the require- 
ment of job-search. Most of them tended 
to be obstreperous with others and practi- 
cally all appeared rebellious or tenuous in 
social relationships. Half were employed at 
the time of departure; the other half manip- 
ulated their outside environment to receive 
financial support, mainly from family, and 
they did not mobilize toward employment. 

The “plateau rider” resided at the house 
a bit longer than a year. He showed post- 
hospital bends at the outset and continued 
to manifest fear and insecurity throughout 
his stay. This type is descriptively the 
“chronic” but cannot be attributed to any 
particular diagnostic group. 

The fifth group, the “saturated gradu- 
ate,” remained the full year or maximum 
residency limit. Although this type showed 
numerous signs of post-hospital bends at the 
outset of his stay, he moved from an inse 
cure and frightened person to one with a 
modicum of security in job and social rela- 
tionships within the year. This type ap- 
pears to have absorbed and benefited more 
than the other types from the services of 
this house in both the close contact with 
staff and the multiple opportunities to 
identify with a variety of young people. 
However, there was no indication that a 
longer stay at Conard House necessarily 
would better the functioning level of this 
type. 

An example follows: 


A Saturated Graduate 

Sharon W., a 26-year old single, white female 
schizophrenic, was referred from a state hosp! 
where she has been hospitalized for two yey 
Her parents were divorced when Sharon was 1 
her father had remarried, and for the past w 
years her mother had been in a mental hopa 
Sharon had completed one year of college, and he 
work background was relatively good in that she 
had held various clerical jobs for about 
years prior to her hospitalization. 


three 


At the time she came to Conard House, Sharon 
was withdrawn, afraid to look at people in con- 
versation and would sit sideways in her chair, 
covering her face with her hands. She seemed 
motivated for employment, and her chief problem 
was that she was frightened and spoke in a hesi- 
tant, low-toned voice, often averting her head as if 
direct conversational exchange was overwhelming 
to her. She seemed to identify with no one and 
disavowed her need for help. 

Staff encouraged her roommates and other resi- 
dents to help her get involved in conversation and 
activity. This was considerably trying at times 
because of her nonresponsive manner, But when- 
ever she indicated interest in a particular social 
activity, she was given an important role. Work- 
ing with Sharon demanded continuous support 
and patience to counter her negative and dismal 
demeanor, but by the end of her residency she 
was more articulate and showed considerably 
more emotional affect. She had become a member 
of the House Committee and participated in ac- 
tivities as a pseudo-leader. When leaving Conard 
House at the end of a year, Sharon had held a 
derical job for several months and she moved 
into an apartment with two other young women. 


The key to success of the “way stationer” 
and the “saturated graduate” appears to lie 
in their desire to be out of the hospital. 
Although some of these residents appeared 
in no better remission than some who failed, 
they responded to the moralistic value of 
sel-autonomy. Since rebellion tends to be 
the response of the “premature departee” to 
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demands placed on him, and since family 
was usually accessible for support, it may be 
that removal of family help would tend to 
induce more autonomy. It has been noted 
at Conard House that those residents who 
mobilized most quickly into employment 
received no protracted outside financial as- 
sistance. The “plateau rider” appears to 
need a long-range, semiprotective living ar- 
rangement, and theoretically does not fit 
into the philosophy of the halfway house 
rehabilitative concept of transitional resi- 
dence. 

In an effort to avoid acceptance of the 
“poor referral,” a more elaborate screening 
interview has been instituted at Conard 
House. A prospective resident is urged to 
visit the house prior to his acceptance in 
order for staff to assess somewhat whether 
or not he wishes to meet the demands of 
employment and social life outside the pro- 
tective confines of the hospital. 

This typology within a success-failure 
construct does not exhaust the empirical 
variety to be found even in the limited 
number of cases studied thus far, but pro- 
vides some descriptive guidelines with 
which to assess and more effectively serve 
future residents in this group living situa- 
tion. 
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In the past decade, treating a patient 
within his social setting has become the 
new look in psychiatry. To this end, state 
institutions have been progressively de- 
centralized and are being replaced by com- 
munity-based systems of care—with the 
emergence of day and night hospitals, half- 
way houses, family therapy, and so forth, 
These changes are motivated by a growing 
conviction that the degree of recovery from 
a mental illness will be enhanced if the 
patient’s ties to the everyday realities of 


This project was conducted by the Department of 
Psychiatry at the University Medical Center, Uni- 
versity of Utah, Salt Lake City, Utah. This publi- 
cation and previous publications have been sup- 
ported by the Research Foundation of the National 
‘Association for Mental Health and were made pos- 
sible largely by contributions from the estate of 
Mr, H. C. Coleman of Pennsylvania. 


The authors here thank the staff of the United 
States Employment Service, Salt Lake City, Utah, 
and the employers interviewed for their kind col- 
laboration with the research team. 
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living are maintained as much as possible. 
This shift in treatment philosophy has 
naturally led to an increasing interest in 
the community practices and attitudes that 
influence adjustment,° especially the social 
factors that enhance or deter patients 
functioning within their capabilities. In 
this frame of reference, adequate job op- 
portunities for the mentally ill have be 
come a deserving topic of concern. 
Actually we have little information about 
the vocational experiences of mental pa 
tients. Recent exploratory research does 
suggest, however, that business attitudes 
may be more flexible than we have as 
sumed. For example, from a telephone 
survey conducted in 1960, Bieliauskas and 
Wolfe found that only 8% of the employers 
in both large? and small ê firms refused t0 


consider hiring such people. Olshansky: 
utilizing personal interviews, indicated su 
While one 


ilar results, with 25% refusal. 
might doubt the validity of expressed F 
titudes over actual practices, Landy an 


Griffith ® recently tested positive responses 
by requesting job placement, with greater 
than 50%, success; this report, however, was 
not based on a random sample. 

While these results may seem to give 
grounds for some optimism about the job 
outlook for ex-patients, their predictive 
usefulness in a practical situation is clouded 
by certain limitations. Research on em- 
ployment practices has usually been ex- 
plored by asking samples of businessmen 
whether they “would hire” or “have hired 
exmental patients.” In the first place, 
such questions beg for the socially appro- 
priate affirmative answer. In the second 
place, this approach deals with the mentally 
ill population as a stereotype and allows 
no room for the expression of social vari- 
ance in defining this broad diagnostic 
group; yet the Star survey showed that one 
can reasonably expect hiring practices to 
vary according to individual definitions. 
Third, while the assumption is made that 
people generally admit their psychiatric 
history, it is probable that most avoid 
giving this information.* &7 In practice, 
then, employers usually evaluate a job 
candidate without knowledge of the psychi- 
atric label and make hiring judgments on 
other bases: e.g., job skills, observable per- 
sonal behavior during an interview and 
so forth. 

With these thoughts in mind, the study 
to be reported here was designed to pro- 
vide some information about the hiring 
practices of the business world. A series 
of questions was explored. Given job 
applicants who display various types of 
Personality difficulties, which ones will 
et be hired and which will not? 
Hy ones will be identified as mentally 
ile Te there significant interrelationships 
Between such identification and hiring 
Judgments? And what is mental illness, 
äs far as the businessman. is concerned? 


Employment and mental illness 


COLE, COVEY, KAPSA AND BRANCH 


PROCEDURE 


The data in this study are based on the 
statements of a sample of 67 employers.* 
The hiring official of each business was 
personally interviewed with a standardized 
protocol. Fifteen personality descriptions, 
printed on individual cards, were pre- 
sented to the interviewees as potential em- 
ployees, each specified as having equal 
job training and skill. Each vignette was 
designed to represent the behavioral symp- 
toms of a specific psychiatric problem but 
no mention of this fact was made to the 
employer. ‘These descriptions are repro- 
duced in Appendix A. The employer was 
requested to sort all the cards in response 
to each of the following questions, in this 
order of presentation: 


1, Which ones would you hire? 
2. Assuming all these men were currently work- 
ing for you, which ones would you expect to 
(a) promote; (b) keep; (c) replace when possi- 
ble; or (d) fire immediately? 
3. Which ones are normal and which are not 
normal? 
4. Which ones are mentally ill? 
ee a a a AN 
* The 67 employers represent the combination of 
two sample groups. One was obtained from a 
random sampling system supplied by the Utah State 
Employment Service and is composed of 58 em- 
ployers in Salt Lake County businesses; this first 
sample, originally 94, was reduced by 10 refusals, 
10 listed businesses which had no employees, 14 
firms no longer in existence and $ listed divisions of 
a single company combined because of centralized 
management. Because the authors were interested 
in whether unionized businesses might follow dif- 
ferent hiring policies, an addi tional random sample 
of 10 companies (one refusal) was drawn from a 
listing of all union companies in the county. Since 
separate analyses of the two groups indicated no 
significant differences in their responses, the two 
samples were then combined. ‘Thirty-four em- 
ployed fewer than 10 people; 16 had 11 to 50 work- 
ers; 17, more than 51, In terms of education, 23 
hiring officials had no more than a high school 
education; the remainder, some college education 
or more. 
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5. How do the persons you have called “not nor- 
mal” differ from being “normal” or “mentally 
in"? What do you mean when you use the 
term mental illness? 

Statistical analysis was done by use of 
appropriate techniques and computation 
of percentages. 

For clarity of presentation the results 
are presented under two general topic head- 
ings: 

L Employment Judgments and Employer Diag- 

nosis. 

Il. Employer Definitions of Mental Iliness. 


RESULTS 
I. Employment Judgments and Employer 
Di $ 


Of the 15 psychiatric problems por- 
trayed as job applicants, the respondents 
hired a total of 29%. The relative stand- 
ings of the individual vignettes are shown 
in Figure 1. As one might expect, persons 
whose profiles represented the more severe 
functional disorders were rarely employed; 
the simple schizophrenic is last on the 
list: only 6% hired. Character problems 


FIGURE 1 


PERCENTAGE OF EMPLOYERS HIRING EACH OF 15 PERSONALITY 
DESCRIPTIONS ILLUSTRATING DIFFERENT PSYCHIATRIC SYNDROMES. 
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FIGURE 2 
PERCENTAGE OF LUPLOTERS CECAIS OR PROWDT INE 
PERSONALITY DESCRIPTIONS ILLUSTRATISG QUITE OEET 
SyRDROMES 
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involving acting out against others ap 
next in unpopularity, e.g. antisocial 
tion 16%, dyssocial- reaction 24%, 
The more acceptable people are t 
whose emotional difficulties distressed 
marily the patient, e.g. passive-d 
personality 70%, phobic reaction 577 

While more severe standards oper 
hiring, attitudes toward keeping am 
ployee appear somewhat more 
Although only 29% of the total grou 
hired, 37% were either kept and 
moted when specified as currently OF 
job. Figure 2 shows that the ran 
of retention roughly reduplicates the 
tial hiring judgments, with the 
dependent again at the top of the li 
85% retention and the simple schiz 
at the bottom with 4%. oe 

On employer diagnosis, 25% of 
tient descriptions were regarded as 
86% not normal, and 397% mem 
The differential frequency with 
vignette was placed in these 
illustrated in Figure 3. In ge 
is a positive relationship betwe 


FIGURE 38 
wit ChAT? Hones ws 
mima a eaae TT tx 
saset i 
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sion (a) to hire; (b) to retain the em- 
ployee; and (c) to label the person described 
% normal. Conversely, comparison of 
Figure 1 and Figure 2 with Figure $ indi- 
«ates that negative employment judgments 
toughly parallel the label of mental illness. 


Predominantly hired and also retained, was 
Significantly labeled as normal (p>.001). 

ly, patient descriptions which were 
firmly called mentally ill, (schizophrenic 
Naction, paranoid type, p>.001; sexual 
deviation, exhibitionist, p‘>.001; schizo- 
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phrenic reaction, simple type, p>.01; ob- 
sesive compulsive reaction, p>.01; schizo- 
phrenic reaction, chronic undifferentiated 
type, p>.02) are the same people who re- 
ceived the highest incidence of negative 
employment ratings. 

The amount of education these em 
ployers had did influence diagnosis. On 
the whole, those with a high school edu- 
cation (or less) saw less normality in the 
vignettes but about the same frequency 
of mental illness when compared to those 
with higher level schooling. In some in- 
stances, differences in diagnostic labeling 
appeared between the two groups. How- 
ever, because of the small numbers in- 
volved, the interrelationships between edu- 
cation, diagnosis, and hiring practices can- 
not be accepted with any confidence and 
are therefore not reported. 
Interrelationships between employment 


On an individual basis, using the average they categorized as normal, not normal, or 
distribution of responses as the s mentally ill. The normals were hired at 
the passive-dependent personality, who was a rate greater than those called 


not normal (p>.001); and, in the same 
fashion, the not normal group were hired 
more often than those designated mentally 
ill (p>.001). Normals have a 1.5 to 1 
chance of employment, the ratio reversing 
for not normals to 1 chance in 3, and for 


TABLE 1 
S o E S H T, R e e 
Number hired eke are 
aa —— 
Employer diagnosis Yes No Ratio MG Bo, = 
SE Ne oe TR RT le 
Near 177 74 24tol 
153 98 15tol 
Not normal 94 268 1to8 14 = eril 
Mentally in i 346 11075 57 335 1to59 
298 m2 w: Sy 


TABLE 2 
oe aS 
Employer 
diagnosis % hired % kept 
Normal 61% 11% 
Not normal 26% 37% 
Mentally ill 12% 14%, 


a el 


the mentally ill to 1 chance in 7.5. The 
same relationships hold for the question of 
job continuance (p>.001). 

As indicated earlier, these employers 
generally set stricter standards in their 
hiring decisions than on questions of job 
continuance (29% versus 37%). When the 
three diagnostic groups were analyzed from 
this point of view, it was clear that retain- 
ing an employee did not improve propor- 
tionately in each category. These rela- 
tionships are reported in Table 2. While 
both the normals and not normals show 
at least a 10% improvement in being kept 
over being hired, the mentally ill group 
changed little, only 2%. 

The internal consistency with which 
these businessmen made consecutive em- 
ployment judgments was also compared 
with the three diagnostic categories. The 
results are given in Table 3. With the 
normal and not normal groups, if an em- 
ployer decided to hire the individual de- 
scribed, he also decided to retain him 
when that question was raised, with 88% 
and 87% consistency respectively. How- 
ever, with the mentally ill, the internal 


TABLE 3 
Employer % hired 
diagnosis No. hired who were kept 
Normal 153 88% 
Not normal m 87% 
Mentally ill 46 52% 
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consistency dropped to 52%, a no better 
than chance relationship. The unreliable 
fashion in which consecutive employment 
judgments were made may reflect the um- 
certainty and doubt these businessmen felt 
in trying to evaluate the job potential of 
this group. 

When given a series of vignettes depict 
ing various types of mental illnesses, this 
sample of employers agreed with our pro- 
fessional meaning of the term 39% of the 
time, placing 25% of the remainder in a 
normal, and 36% in the not normal cate 
gory. Expressed employment judgments 
are highly related to employer diagnosis. 
If the individual was considered normal, 
this was paralleled by a favorable job re 
sponse. If defined in the employer's mind 
as not normal, negative employment deci- 


sions sharply increased and became the 


overwhelming response for the group called 
mentally ill. Next, while decisions t0 
continue employment generally improved 
over decisions to hire, this improvement 
does not include the mentally ill category: 
And last, while these businessmen were 
highly consistent in making consecutive 
employment decisions when evaluating the 
normal and not normal groups, the internal 
reliability disappeared in evaluating the 
mentally ill. 


II. Employer Definitions of Mental Illness 
Differences in hiring or retaining wer 
related to employer diagnosis. The pes 
upon which the categories of not norma 
and mentally ill were defined were obtained 
by simply asking employers to give ther 
ideas on how the personalities they called 
“not normal” differed from being “normal 
or “mentally ill.” Interjudge agreement 3 
the defining characteristics of the respons ; 
to these questions is 96% for mental ; 
ness, 94% for not normal. In order 
importance, as determined by frequenc 


| 


TABLE 4 


a_i 


A 
To 
responses Defining characteristics of not normal 


2% Qualitatively different than mental 
illness. 
Not pervasive, limited to one area 


of personality function. 


23% 


16% Quantitatively different than mental 
illness, not as serious. 

n% Too prevalent in general population 
to be called mental illness. 

8% Doesn’t present any serious inter- 


ference with interpersonal relation- 
ships in job performance. 


counts, these characteristics are listed in 
Table 4. 

The outstanding employer attitude to- 
ward the “not normal” category was the 
ease with which he could identify with 
such problems (“only a quirk,” “we've all 
got something like that”) and his hopeful 
outlook for the future of this group. He 
_ saw them as essentially normal but with 


TABLE 5 
% Defining characteristics 
Tesponses of mental illness 

18% Irrational or illogical thinking. 

37% Behavior inappropriate, unpredicta- 
ble, 

33% Qualitatively different symptomatol- 
ogy than the not normal. 

28%, Serious interference in job perform- 
ance and interpersonal relationships. 

Ay Immoral, unethical. 

Uy Illness more serious, quantitatively 

tay different than the not normals. 

o The problem controls the person. 
16% Needs treatment, hospitalization; 
129, Prognosis only fair. 

4 o Inappropriate emotional reactions. 

% Problems chronic in nature. 

8% 


Pervades personality. 
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problems that interfered with the display 
of their basically sound psychologic struc- 
ture, Although the businessman recog- 
nized their problems and thought they 
might need some kind of help, their gen- 
eral performance was regarded as relatively 
acceptable and their prognosis, in time, 
was good. 

The optimistic outlook and the easy un- 
derstanding exhibited with the “not nor- 
mal” category were replaced by an uneasy 
lack of self-confidence which showed in the 
ideas presented about “mental illness.” The 
inappropriateness or lack of control attri- 
buted to the behavior of this group (i.¢., 
“, , . their problem controls them”) further 
increased the distance between the mentally 
ill and the employer. As one man said, 
“You get the feeling that when you tell 
them something, they don't understand 
what you're saying in the way other people 
do. . . . You're just never sure, and you have 
to be careful about giving responsibility in 
business. With some of them you'd never 
know exactly what they might think or do.” 

When making a job decision, the em- 
ployer naturally chooses the individual he 
defines as the healthiest. When the worker 
is recognized as “not normal,” employment 
attitudes become more restrictive, but the 
businessman still seems realistically to ac 
cept the necessity of living with a certain 
number of problems—so long as he himself 
can identify with what he considers to be 
minor and changeable. With his definition 
of mental illness, however, the employer 
usually has more severe behavioral disor- 
ders in mind, and given this limited defini- 
tion, his lack of job optimism becomes ex- 
plicable. This finding might be under- 
scored: these employers seemed to identify 
mental illness in terms of degree of deviancy 
from normal personality, largely psychosis, 
and also associated this interchangeably 
with negative employment ratings. 
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CONCLUSIONS 

If the responses of these employers can be 
taken as a reasonable index of business at- 
titudes generally, work opportunities for 
mental patients carry a dismal prognosis. 
In addition, it would appear that the gen- 
eral formula of mental illness roughly 
equalling psychosis has changed little since 
the Star survey * some years ago, at least in 
this population group. Considering the 
current trend toward advising discharged 
patients to “discuss their mental illness 
frankly,” one would wonder whether this 
recommendation is the best course or 
whether it simply introduces confusion be- 
cause of the different meaning the label 
holds for psychiatric and business personnel. 

These data also emphasize the problems a 
psychiatric patient—who needs and is able 
to work—faces in an open competitive labor 
market. Most employers seemed unaware 
of the fact that some of the mentally ill may 
actually be the better job candidates. For 
example, the description of an obsessive- 
compulsive reaction was usually not hired 
(76%); yet, this diagnostic category includes 
a number of Better performers than the 
run-of-the-mill population, That the bur- 
den of a psychiatric problem is not neces- 
sarily related to inadequate work perform- 
ance—and in some instances may be a 
distinct advantage—remains an area for 
continuing education efforts. 

A group of social circumstances conspire 
to skew the information an employer has 
about work and mental illness. Most dis- 
charged patients avoid mention of their psy- 
chiatric history, Those who are asympto- 
matic, and by definition more able to 
perform adequately, are predominantly the 


+The diagnostic labels used for these vignettes were as- 
signed by their author (N. J. Cole). To check the adequacy 
of labeling, four psychiatrically trained personnel were asked 
to match the personality descriptions to the diagnosis employed. 

Interjudge agreement of these four individuals was highly 
significant (p>.001). 
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ones who remain unidentified to the bed 
ness world, At the same time the chfodie 
psychotics with disease residua—and vark 
able work capacity—become the 

ill the employer really knows about; 
people then become the yardstick for 
uring work performance of the groupras 
whole, Thus, as time passes, busi 
receive a continuous reinforcement of 
idea that mental illness means ont 
difficulties, despite educational efforts to 
contrary. 

Most businessmen are sincerely in 
in and concerned about their employes. 
They are practical, empirically schooled 
dealing with people and problem sit 
and present a realistic approach to 
aging specific mental illnesses when 
countered. Their experiences with acute 
chronic adaptive difficulties reflect a 
erance and general knowhow that, by 
large, are successful. Only when conf 
with overwhelming illness (for example, 
chronic paranoid psychosis) is their 
to-person common sense impaired. In this 
situation, the uniform request was for 
information on mental illness and for help 
regarding management on the job. i 
desire should prove an asset as we pay mort 
attention to this area of life adjustment 
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APPENDIX At 


Passive-Dependent Personality 
Mr. N. was as friendly as a puppy: caget 


well liked but considered to be a li 
pecked. However, he appeared none the "p 
for his wife's nagging. Actually he liked w 
current job and felt it was a good one, bat 
wife had insisted he apply for this one | 
he “needed to think of the family and 
more effort to better himself.” So 
applied. 


P. a thy sender person, was retiring but 
s He spoke slowly with a slight sammer 
disappeared as he felt more at case, How- 
n he remained nervous throughout the in- 
and memed to be trying too hard to 
s goad impression. When questioned about 
nest, he admitted he had been having 
trouble the past year. In particular, he had 
himself unable to stand being enclosed in 
placea Because his previous job had been 
the eighth story of a large building be had 
had to quit because he could not stand to ride 
the elevator several times a day. 


mie Personality 

. Q. an amusing fellow who produced an idea 
minute, had a huge collection of jokes and 
remarks which made the interview very 
yable. At one time, as a matter of fact, he 
considered being a comedian—but had dis- 
the interest because of the interference 
home life, etc. When asked if he were al- 
in such good spirits, he said, “No, I am 
frally a moody person.” He stated that he had 
of mild depression when he felt irritable 
down. Generally, these periods only lasted 
about a week or so, then he would bounce back 
aad feel on top of the world again. As long as 
he could remember, these cycles had been repeat- 
themselves. Most of his family were the sime 
type of people. 

jon Reaction 

Mr. $, a round-faced, slightly plump, neatly 
dressed man, had a pleasant agreeable personal- 
ity. In five minutes the employer felt more as 
he had known him for years. ‘He recounted 
of his work background and personal life 
ily. However, there was one jarring note. On 
his last job Mr. S, told how he began having 


Snder pressure. When questioned about medi- 
Gl care, Mr. S. said he was seeing a doctor 
Tegularly. 


M. was a thin, slow-moving fellow who 
at a mole on his face during the entire 
. His voice was a little whiny. Appat 
Y his wife had sent him to apply for a new 
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friendly nor unfriendly. He spoke in a definite 
fashion and seemed rather sure of himself. In 
discussing his relationships with other people he 
stated he had no difficulty getting along, but 
preferred to work alone: "Then I can do a good 
job and do it right." During the interview it 
was noted that his hands were red and chapped. 
On questioning he said he might as well admit 
that he was afraid of dirt and germs, and fre- 
quently had to wash his hands because of this— 
sometimes 30 or 40 times a day. Since this some- 
times made him slow with his work he usually 
stayed late to finish. 


Dyssocial Reaction 

Mr. L. should have been a salesman—he was 
enthusiastic, a “go-getter,” a persuasive speaker. 
After half completing his application card, he 
was on friendly terms with those around him. 
He had noted on the card that he had once been 
arrested. When , he first laughed and 
said it was for “going through a red light.” He 
then switched his story and earnestly confessed 
he had overdrawn his checking account on sev- 
eral occasions and someone had pressed charges. 
“I just can’t keep track of the balance .. . 
that darned guy had my paycheck attached, can 
you imagine? Oh well, it's over now and my 
wife keeps the budget. Can you imagine? They 
called it writing bum checks, and that’s not it 
at alll” 


Sexal Deviation, Exhibitionism 


Mr. J. was friendly and easy to talk with—and 
obviously got along well with others because of 
his agreeable attitude. It came as a surprise 
that he had lost his previous job following an 
arrest with a one-month sentence in the county 
jail. The story given was that he had been 
picked up for exposing himself on a street corner 
to some woman passing by. There had been no 
previous occasions of arrest. 


Antisocial Reaction 


Mr. R. seemed a little restless during the inter- 
view and on a few occasions showed some im- 
patience with the questions he had to answer. 
In general, however, he appeared to be an ami- 
able, sincere person whose personal charm far 
outweighed his occasional bursts of irritability. 
On his application he left a blank where police 
records were asked for, but when he found this 
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Schizophrenic Reaction, Chronic Undifferentiated 


information would be checked he suddenly be 
came disarmingly frank and admitted he 
been involved in armed robbery “a time or twa 
and mentioned a few leser offenses. He sald be 
had been on parole for two years with no add 
tional arrests. He blamed “bad breaks” 
“rowdy friends” for his past behavior and 
that, if people would just quit hounding him) 
about the past and provide him with some 
breaks,” he knew he would go straight. 


Type 
Mr. E. was difficult to interview. He talked very 
slowly, searched for words, and seemed to los 
his train of thought, Occasionally he smiled or 
laughed aloud for no obvious cason. He indi 
cated that he preferred to wo.k by himself, rather 
than with a bunch of people. When asked 
his previous work, he said he had quit 
his back began to hurt him, his head felt funny, 
and he thought there might be fumes coming, 
from the nearby traffic that were causing the 
difficulty. 


Schizophrenic Reaction, Paranoid Type 
Mr. C. was an intense person. He seemed t 
have had a fair education—he used a lot of 
words, but sometimes he was a little difficult Ld 
follow. When asked about his previous job he be 
came angry and stated that his previous boss wat 
unfair, played favorites, and that he had certalt 
“proofs” of it. However, he refused to sy what 
these “proofs” were and clammed up. Mr. © 
later frankly stated he did not trust people and 
vaguely referred to the idea that the world might 
be soon coming to an end. » 


Schizophrenic Reaction, Simple Type 1 


Mr. I. was a very quiet person. During the im 
terview his mind seemed to be miles away. 

questioned, he said he had always been shy arous 
people, even a little afraid of them, and conse 
quently he stayed to himself as much 3$ 
Much of his time was apparently spent dy 
dreaming. He showed little e ars jò 
description, asked no questions about 1 

Se he left he suddenly announced that be 
should tell the employer that if he ae 
job, it would only be a stop-gap» that ‘ould 
sure he would become famous soon—and 

have to quit when his “chance” came. ® 
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J. J. DOWNING, M.D., SAN MATEO, CALIF. 


The day center as 
alternative to the psychiatric wat 


Since 1961, the San Mateo County (Cali- 
fornia) Mental Health Services has had a 
psychiatric Day Center in addition to its 
previously established psychiatric ward. 
The Day Center is in the same building 
as the ward and both are part of the Gen- 
eral Medical Hospital. The Day Center 
staff includes psychiatrists, a psychiatric 
resident, a part-time psychologist, two psy- 
chiatric social workers, an occupational 
therapist, two psychiatric nurses and one 
vocational nurse, Some patients attend the 
Center five days a week from 9:00 A.M. to 
Dr. McDonough is a clinical psychologist with the 
San Mateo County (Calif.) Mental Health Services. 
Dr. Downing is Associate Clinical Professor of Psy- 
chiatry at Stanford University and program chief, 
San Mateo County Mental Health Services. 

This is the first of three papers on a project studying 
day center treatment as an alternative to full hos- 
pitalization for psychiatric patients. The authors 
gratefully acknowledge the cooperation of J. Oden- 
heimer, M.S.W.; L. McClenahan, M.D.; F. Monfort, 
M.D. and R. Lamb, M.D. 


260 


needs. Group therapy, 
therapy and use of the county's i 
workshop (in the same building) wil 
training and placement facilities are’ 
of the activities to which the patient 
be assigned. In addition, the pall 
family is nearly always involved in the) 
gram. Family sessions may be with 
social worker or psychiatrist alone, M 
junction with the patient, or in i 
therapy sessions for couples during 
evening hours. A separate social the 
dub with a social worker as coor 
meets one night a week. These me 
are attended by some former and cut 
Day Center patients as well as some 
have never been in the Day Cent 
have received psychiatric treatment 
where. Ifa patient has been in indiv 
therapy prior to admission to the 
Center, he can continue such tear 


{if indicated). The Day Center program 
is flexible and can be easily individualized. 
The usual census of the Day Center is 
about 50 patients. 

All patients entering the psychiatric ward 
are admitted through the emergency room, 
which is the source of all admissions to 
any service in the hospital. Admission to 
the Day Center had previously been from 
a variety of sources: the emergency room 
psychiatrist, the ward psychiatrist, the out- 
patient clinic, private psychotherapists, 
other social agencies or the community in 
general. However, it seemed that patients 
who might have been referred for day care 
were frequently admitted to the ward in- 
mead. An increasing interest developed 
in determining whether some who were 
being hospitalized could be treated on a 
day basis, This question has intrigued 
othersi 4.6 including Jones et al? who 
said, “until a day hospital becomes a first 
stage in treatment of acute illness, its capac- 
ities may not be fully used.” In addition 
t0 the therapeutic implications of the ques- 
tion, future program needs and proposed 
building plans demanded some estimation 
of future inpatient and Day Center serv- 
ice needs for all patients requiring psychi- 
atric care, 


The first question to be answered was 
efore: What proportion of patients 
Considered by the psychiatric staff to need 
‘patient treatment can be admitted to 
the Day Center instead? ‘The second ques- 
tion was: Of the patients not admitted to 
the Day Center, what are the major reasons 
their non-admission and how do these 
Masons relate to future program needs? 
„nat is: should the reasons for non-admis- 
“on result in modifications in the program? 
Project was conducted for 48 hours 

8:00, week from 8:00 A.M. Monday until 
Th A.M, Wednesday. On Monday and 
esday, between 8:00 A.M. and 3:00 
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P.M., every patient who came to the 
emergency room and who was considered 
by the ward psychiatrist to be in need of 
hospitalization was interviewed in the 
emergency room by the social worker from 
the Day Center prior to actual admission. 
If the social worker considered the patient 
cligible for the Day Center instead of 
the ward, the patient was then seen by the 
psychiatric resident who made the final 
decision about admission to the Day Center, 
If not accepted for day care, the applicant 
was immediately admitted to the ward. If 
considered able to be a Day Center patient, 
he was immediately placed in that program. 

Every patient admitted to the psychiatric 
ward between 3:00 P.M, and 8:00 A.M. on 
Monday and Tuesday nights was inter- 
viewed on the ward by the Day Center 
social worker prior to 9:00 A.M. the fol- 
lowing morning. Those he considered 
eligible for Day Center treatment were then 
interviewed by the Day Center psychiatric 
resident who decided whether to admit 
them to the Day Center. If day care 
seemed feasible, the patient was imme- 
diately released from the ward and taken 
to the Day Center. If not admitted to the 
Day Center, he simply remained on the 
ward as a regular inpatient. Patients who 
came in between 8:00 A.M. and 3:00 P.M. 
are hereafter referred to as the “day sam- 
ple.” Patients who entered between 3:00 
P.M. and 8:00 A.M. (and were therefore 
actually admitted to the psychiatric ward 
before screening for the Day Center) are 
hereafter referred to as the “night sample.” 

For every patient interviewed as a possi- 
ble Day Center patient, a questionnaire 
was completed by the social worker, The 
reasons for the applicant's not being ac- 
ceptable in the Day Center program were 
specified, as well as background informa- 
tion on him. The screening procedure 
continued until 100 patients who were con- 
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TABLE 1 


Proportions of patients not admitted to day center 
(Figures are in percentages) ° 


Night 


Reaton for non-admission Male 


Lack of transportation 12 17 
Lack of adequate night care 

a. patient lives alone 27 7 

b. family detrimental to patient 12 5 

c other 0 10 
Physical problems 15 2 
Emotionally not suited for day care 

(suicidal, disoriented, unmotivated, 

physically destructive, etc.) 19 4 
Patient refuses day care 15 27 
Family refuses day care 0 5 
Day Center at maximum capacity 0 0 
Other (non-resident, does not speak 

English, etc.) 12 24 
Number of patients 26 41 


7 Percentages ad up to more than 100 because for some patients several reasons were given for non-admission. 


sidered in need of hospitalization in the 
psychiatric ward had been screened by the 
Day Center staff, This took 21 weeks. 


RESULTS 


Of the 100 patients screened for admission 
to the Day Center, 28 were admitted. 
Of the 19 day patients screened, 48 per cent 
were accepted in the Day Center; of the 
81 night patients, 17 per cent were ac- 
cepted in Day Center. 

Table 1 shows the proportion of patients 
rejected for the reasons listed. For some 
patients, more than one reason is given. 
The two most common reasons for a pa- 
tient’s not being eligible for the Day Center 
were “emotionally not suited” and “patient 
lives alone.” The next most frequent rea- 
son for non-admission was that “patient 
refuses day care.” However, when one 
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Female Total 


Day 
Male Female Total Grand tatal 
5 jo 2 90 | i7 
2 0 33 30 2 
7 0 in 10 8 
6 0 0 0 5 
19 0 u 10 1 
2 0 2 20 2 
22 0 0 0 2 
s 0 m 10 4 
0 0 0 0 0 
19 100 0 10 18 
67 1 9 10 7 


looks at the day and night samples sepa 
rately, these reasons for non-A i 
differ markedly. Among the “night 
ple” the two most common reasons for 
non-admission were “emotionally mot 
suited” and “patient refuses day care” with 
“patient lives alone” the next most 
quent reason. Among the “day 
the most frequent reasons were “pat 
lives alone” and “lack of transportation, 
with “emotionally not suited” the next MO” 
common reason, None of the day pa! 
refused day care. 

Thirty-five of the 100 patients 
brought to the emergency room on a 
hour police hold. Of these, six were 
cepted in the Day Center. The 
entered the ward. 

Table 2 presents some characte 
of the 100 patients. They ranged in 


TABLE 2 inpatient treatment if the Day Center were 
Characteristics of the 100 patients 75 


Ad- Noted- talized fulltime could be handled on a 
mitted mitted Total day basis”® Zwerling and Wilder* re 

Male 8 27 35 ported that of 72 randomly selected 
Female 15 no s judged as needing psychiatric 
Average age, male 4.8 3.7 treatment, 76 per cent were able to be ad- 
Average age, female 36.0 38.9 57.8 mitted into the Day Hospital instead. A 
Average educational level 11.7 10.9 1.2 major difference in their screening pro- 
cedure from that used in the prevent study 
may account in part for the lower admis 


from 12 to 83. Table 3 shows diagnostic sion rate to the Day Center here. In 
categories, the number of weeks spent in Zweriivg ind Wille ee 
the Day Center, and condition on dis- who came for admission between AM. 
charge. Average length of stay was 11 and 2:00 P.M. on weekdays were included. 
weeks. Of the 23 patients admitted to the Certainly the present study indicates that 
Day Center, three required temporary a higher proportion of the “day sample” 
night-time hospitalization on the ward dur- can be admitted (48 per cent) than 
ing their treatment in the Day Center. the night sample (17 per cent), Even 
Two patients left the Day Center to enter there must be other reasons to account for 


the state hospital. the fact that only 48 per cent of the “day 
here was admitted compared to 
DISCUSSION their 76 per cent. Transportation 


A number of reports 4 have stressed that lems may be one factor; whereas only 7 
the Day Center is primarily for patients per cent of their sample were unacceptable 
who are so ill that they would require for this reason, 17 per cent of the total 


TABLE 3 


eee 
Condition 


Schizophrenic reactions 
Pamive-aggressive 
Anxiety reactions 
Adjustment reaction of 
adolescence 


Paranoid reaction 
Total 


Two of the schizoid ties. So 
as Eees nk ete pemonalitics. piso fective, two were paranoid schizophrenics and one was 


|, two 
às simple. The unimproved schizophrenics included one acute and one chronic undifferentiated. 


sample screened here had to be rejected 
because transportation could not be ar- 
ranged. The fact that Zwerling and 
Wilder's study ® was in a metropolitan area 
whereas the present survey is in a more 
widespread suburban setting is one con- 
sideration. The possibility of arranging 
transportation for patients otherwise ac- 
ceptable is one solution that can be con- 
sidered. The possibility of extending this 
county's services to several different areas 
within the county, and therefore having 
more than one Day Center, is another pos- 
sibility. 

Another factor which may account in 
part for the lower admission rate in this 
Day Center is related to staff-patient ratio. 
Whereas there are 17 staff members at 
the Westchester Square Center® for about 
30 patients, the San Mateo Day Center has 
a staff of nine for 30 patients. In addi- 
tion, during part of the time this study 
was in progress the Day Center staff was 
without its part-time psychiatrist and this 
staff shortage affected admissions. For 
example, some of the patients considered 
“emotionally not suited for Day Center” 
because they were too disturbed might, 
in fact, have been admitted had more 
nursing staff as well as more psychiatric 
staff been available. It should be noted, 
however, that some seriously disturbed pa- 
tients were admitted. Another reason for 
non-admission which is misleading as tabu- 
lated is “patient refuses day care.” Some 
patients not only refused day care but re- 
fused any kind of psychiatric treatment 
and planned to leave the ward immediately. 
As can be seen in Table 1, these were all 
night-time admissions. 

One factor which may have resulted in 
the higher ratio of day patients admitted 
was the presence of responsible family 
members who could work out the arrange- 
ments for the patient to enter the Day 
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Center program. The night patients, in- 
terviewed on the ward the next morning, 
had no family present to help with these 
arrangements. 

Twelve of our patients were rejected 
solely for the reason that they lived alone. 
The fact that a patient lives alone may 
prove insufficient reason in itself for re 
jecting him. If the patient is considered 
capable of spending the nights alone safely, 
the Day Center may prove to be the most 
appropriate source of help for him. In 
other cases, some type of half-way house 
might be a better night-time arrangement. 

If external, environmental difficulties 
precluding Day Center treatment (patient 
lives alone or lack of transportation) were 
remedied through changes in the program, 
44 per cent of the present sample could 
have been admitted to the Day Center. 

The small numbers in the present sam- 
ple rule out any definite generalizations. 
However, some guide lines for future pro- 
gram needs are apparent. San Mateo 
County General Hospital is a total emer 
gency hospital serving a population of 
500,000 people. The psychiatric ward staf 
sees about 2,500 patients annually in the 
emergency room and admits approximately 
1,400 of these to the ward. The present 
study suggests that about 322 (that is, 23 
per cent) of these would have been admis 
sible to the Day Center. However, if the 
program were modified to cope with e 
ternal factors such as the patient's living 
alone or difficulty in arranging transporta- 
tion, and there were staff increments t0 
allow for increased clinical attention to 
some of the patients presently considere! 
unsuited for day care, it is apparent that 
Day Center treatment would be available 
for a considerable proportion of the p™ 
tients now requiring full hospitalization 
On a speculative level, up to 50 pet cen 
could be admitted to the Day Center 


a 


admission were focused on day care rather 


than ward care. 


SUMMARY 

During a 48-hour period each week for 
21 weeks all patients considered in need 
of inpatient psychiatric treatment were 
interviewed for admission to the Day 
Center. Of the 100 patients screened, 23 
were admitted to the Day Center rather 
than to inpatient treatment. Thus it ap- 
pears that the Day Center is capable of 
treating a considerable number of patients 
ordinarily judged to require hospitaliza- 
tion. In addition, certain factors which 
currently preclude admission to the Day 
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Center might not do so any longer if the 
program could be modified and certain 
services expanded. 
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LOUIS BERKOWITZ, ET. AL. NEW YORK, N. Y. 


Community center resocialization 


of former psychiatric patients 


Most existing leisure-time facilities for ex- 
patients do not provide a structure that 
sufficiently supports them in their effort 
to rehabilitate themselves. Former mental 
patients do not become involved in social 
activities because they often lack the skills 
to do so. When they do become involved, 
the activities are primarily confined to in- 
patient or ex-patient centered groups. In 
such groups the individuals tend to con- 
tinue their excessively dependent behavior. 

As a result, many psychiatric agencies 


This paper is based on a lecture delivered by the 
authors at the American Orthopsychiatric Associa- 
tion, March 4, 1964. In addition to Mr. Berko- 
witz, who is Executive Director of the Educational 
Alliance, the authors are: Abraham Lurie, Ph.D., 
Director of the Department of Social Work at Hill- 
side Hospital, Glen Oaks, N.Y.; Jacob Chwast, Ph.D.; 
Nathan Seigle, Ph.D, and Morton Wachspress, M.D. 
The project here described was developed by Hill- 
side Hospital, a 200-bed psychiatric institution, and 
the Educational Alliance, a large community center 
on New York City’s lower East Side. It is supported 
by N.LM.H, grant #1018. 
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and institutions have been reluctant t0 
refer ex-patients to these special groups 
Instead they try to refer discharges directly 
to non-patient community groups. Cont 
munity agencies have been recently em 
couraged to offer their services to hospital 
ized psychiatric patients both before and 
after discharge. In line with this trend, 
the Joint Council Report on Mental Ill 
ness has suggested that, wherever possible, 
resources now serving non-psychiatric pe 
tients be made available to ex-patients as 
well. 3 
While these attempts have met with 
some success, there are many instancë 
where community agencies have not we 
receptive or sufficiently prepared to me 
the special needs of former psychiatric p 
tients. The two institutions involved A 
ceived of this project in order to ee 
a significant step forward in ene : 
isting community resources for sock i 
tion opportunities of a normal popula eo 
The developers of the Hillside Allia 


program believed that a dynamically struc- 
tured program for leisure time activities 
within a normal community setting would 
enable ex-patients to integrate in the com- 
munity in a healthier manner than would 
be possible in an isolated, segregated social 
dub composed only of ex-patients. It was 
felt that locating the project in a commu- 
nity center serving all community mem- 
bers would enable ex-patients to be more 
dosely and beneficially exposed to rela- 
tively healthy people and their activities. 
It was further believed that the staffs of 
the referring psychiatric agency and the 
community center would collaborate more 
directly and purposefully to develop and 
sustain a program to maximize the likeli- 
hood of integrating ex-patients in normal 
groups. 

This project has been organized to move 
patients purposefully through progres- 
sively broader social experiences. The plan 
consists of a carefully structured program 
of group activities and individualized serv- 
Kes) for the resocialization of discharged 
Patients, The project consists of four 
Phases, The first is the preparation of 
the individual for the project while he is 
still a patient at Hillside Hospital. In the 
second phase the ex-patient (as soon as is 
feasible after his discharge) participates only 
a patient groups at the Alliance. Dur- 
i the third phase he moves into groups at 
iad composed primarily of 
Se members of the community cen- 

» but remains connected with the ex- 
Si In the fourth phase, he 
A ne ex-patient group and autonom- 
oan involves himself in community 
fe T activities on the same basis as other 

ee center members. 
ita A E applies a gentle but firm pres- 
ae €se ex-patients during the entire 
ee and encourages their gradual 

ement from the relatively protected 


Community center resocialization 


BERKOWITZ, ET AL. 


milieu of the ex-patients’ group of Phase 
II to more normal experiences, such as 
required attendance and time limits, which 
are expected of the community center mem- 
bers involved in normal group activities. 
The hospital and Alliance staff workers 
work side by side through the project. 


PHASE 1 

Patients are referred to the program by 
their treating psychiatrists at Hillside 
Hospital. The program originally accepted 
all patients of both sexes above the age of 
17 years who were believed able to benefit 
from a planned community center experi- 
ence. About 60 per cent of the referred 
patients have hospital diagnoses of schizo- 
phrenia. The remainder have diagnoses 
of affective disorder and character neuroses. 
Most patients have been hospitalized from 
seven months to one year. For this project, 
they are selected by a team consisting of 
the psychiatrist who has treated the patient, 
the staff psychiatrist responsible for the 
team, the social workers involved and the 
members of several other hospital disci- 
plines. The hospital’s social group workers 
have a special role in coordinating the 
team reports, in considering the potentials 
of the patients in terms of their social 
capacities, and in anticipating the activi- 
ties the community center program can 
offer after discharge. A hospital group 
worker is also assigned to develop a pre- 
discharge group to prepare patients selected 
for the project. The pre-discharge per- 
sonnel have met twice a week, once for 
a discussion meeting in the hospital and 
once to visit the Alliance. The pre-dis- 
charge group has become such an impor- 
tant part of the Phase I program that some 
patients have participated in it for several 
months before leaving the hospital. Their 
group leader keeps records of each of the 
meetings, including attendance, a resume 
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of group activity, and notes on the partici- 
pation of each member. These records 
are shared with the hospital group workers 
who have referred the patients and with 
the project workers at the Educational Al- 
liance. 


PHASE II 


Within the Educational Alliance special 
“core” groups were formed to provide in- 
sight, support and experience to the pa- 
tients. They are led by professional social 
group workers, The primary method for 
the entire project has been social group 
work, and the basic method medium has 
been group experience, Once the patient 
enters Phase I, the core group becomes 
the heart of the resocialization program. 
The redevelopment of this particular struc- 
ture was based on the following assump- 
tions: 


(a) The core group could be used as a means of 
furthering individual goals and of helping the 
ex-patient participate in other groups. 

(b) Group experience could be utilized in prepar- 
ing ex-patients for increased contact with 
“normal” members in the Educational Al- 
Tiance. 

(c) The ex-patient’s group life and group experi- 
ence immediately after hospital discharge 
could benefit greatly from considerable struc- 
turing by professional leadership. 


This conception requires an active, di- 
rective staff worker who defines limits and 
develops planned purposeful activity. This 
worker encourages the movement of mem- 
bers from one phase to another, The ex- 
periences to which the ex-patient are ex- 
posed. should be on a progressively graded 
level, leading from activities exclusively 
within the core group (a Phase II experi- 
ence) to integration of ex-patients’ activi- 
ties with normal community center groups 
in the Alliance. High status groups, as 
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well as high status staff, were used to em 


hance the self-esteem and the incentive | 


of the ex-patients, beginning first with the 
core group experience. 

The core groups became primarily coun- 
seling groups in which the ex-patients 
could (mainly through discussion) examine 
their socialization experiences and reac 
tions, and consider further means of achiev- 
ing their goals. A plus factor was added 
through the provision of common experi- 
ences, as a group, in the broader com- 
munity or in the community center setting 
where the core group members were ex- 
posed to planned and graded contacts with 
normal people. These live, common ex 
periences, along with problems encountered 
in the interaction among members of the 
core group and later the activity groups 
became much of the substance of the core 
group discussions. Difficulties encountered 
on the outside, on the job, at home and 
at school, were seen in the context of be 
havior and attitudes evidenced there and 
then in the core group. These core groups 
were viewed as the central focus of the & 
patients’ socialization experiences and as 
a primary medium for measuring the men 
bers’ progress and further needs. The dis 
cussions attempted to apply these expe 
ences to the social growth of each of the 


individuals involved, through staff guid | 


ance and group support of each individuals 
efforts at gaining insight and developing 
socialization skills, All ex-patients in the 
project were assigned initially to one ° 
four groups, which were divided according 
to age and marital status. Attendance a 
core meetings became a fundamental 1% 
quirement for the project. 


PHASE Il 


The ex-patient is regarded as ha 
reached Phase III when he begins atten f 
ing a group at the Educational Allian 


while remaining in the core group he 
entered in Phase II. In the “normal” pro- 
gram for younger adults at the Alliance 
there are some twenty groups which special- 
ize in such activities as art, drama, dance, 
photography, cooking and sewing, and 
which are open to the general commu- 
nity. The ex-patient has reviewed this 
listing of groups with the core worker 
and has indicated his preference. His 
choice has been cleared with the Alliance 
supervisor of these activities, who in turn 
has prepared the group’s staff leader for 
the entry of specific ex-patients into the 
new group. Usually one or two ex-patients 
at a time have entered an Alliance group. 

The core group has continued as the 
place where the ex-patient “Jets his hair 
down” and shares his fears, anxieties and 
doubts with others who will understand 
and support him in his strivings. The 
worker in the core group also aids in this 
Process, encouraging, supporting and chal- 
lenging as each is appropriate. 

In the Alliance group the client is usu- 
ally on his best behavior at first, hoping 
for acceptance by the staff worker and by 
some of the members of the group. As 
he feels increasingly comfortable in the 
Alliance group, and is no longer as de- 
Pendent on the core group for sustenance, 
he is encouraged to drop out of the latter. 
The project has assumed that this will 
take each individual somewhere between 
SIX weeks and three months. 


PHASE Iv 


When the core group is no longer needed, 
© ex-patient is now regarded as entering 

rs IV. He has become, in effect, a 
ie r member of the Alliance. _ After 
a of successful functioning in 

it is assumed that the client 


can : z 
: now enroll in a community center of 
5 own choosing, 
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CHANGES IN PHASES 


Throughout the project’s history the 
theoretical model has gone through a 
number of adaptations as we have worked 
with the discharged patients. While we 
originally conceived of the population to 
be selected as having a relatively greater 
ego strength, along with “social deficits,” 
we found that actually our population 
(according to scores obtained on the 
IPAT) had considerably less ego strength. 
When we added this to the great resistance 
we ran into on moving into Phase III, 
for example, we tended at first to slow 
down our pace. However, after rethinking 
our aims, we decided to increase the pres- 
sure for movement. This resulted in 
greater success than we then expected, 
which in turn allowed us to reduce the 
minimal length of stay in Phases II and 
III from three months each to six sessions 
each. 

This foreshortening of the stay in the 
core group has set us a more limited ob- 
jective than we had at first. The core 
group is seen now as less of an experience 
in reorganizing and redeveloping basic 
personal means of relating to others in the 
socialization process. It serves much more 
as a support for making and maintaining 
one significant forward step, that of func- 
tioning on a relatively autonomous basis 
in a specific group of “normal” peers. 

For example, our present criteria for 
moving people from Phase III to IV are 
as follows: 


(1) Fairly consistent attendance in the Alliance 
mixed group over a period of at least six 
weeks, 

(2) Ability to function in the group in such a 
way that: 

(a) there appears to be at least some satisfac- 
tion to the individual. 

(b) his behavior is not sufficiently (if at all) 
bizarre or difficult as to create special 
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problems for the other attendees and the 
group leader. 


(5) Partidpation in the group with anxiety at a 
manageable level. 


(4) Ability to function fairly autonomously in 
the group. 


These represent very important yet re- 
alizable and limited goals within the time 
span of the project. 


EVALUATION AND RESEARCH 


The research needs of the present demon- 
stration are concerned primarily with two 
areas of anticipated change. 

First, it is necessary to evaluate the im- 
pact of the socialization experience upon 
the discharged patients who become in- 
volved in the program. 

Second, it is necessary to determine the 
impact of the total program upon both 
participating agencies. 

We expected that essential modifications 
would become necessary as both agencies 
accommodated to problems of orientation, 
referral, intake, programming and termi- 
nation. Thus we realized that research 
under carefully controlled conditions would 
not be possible for the time being. From 
a research point of view, this created a 
degree of methodologic untidiness. Ex- 
perimental conditions varied to the extent 
that the subjects were affected in undeter- 
mined ways by uncontrolled variables, In 
other words, during this “shakedown” 
period, the research component of the 
project was subordinated somewhat to the 
practical needs of establishing a viable 
service. However, this variation in the sub- 
jects’ experience during the course of the 
project may be no disadvantage in the long 
run. The major achievement could well 
be the very result of such a degree of flexi- 
bility, since what is being brought to frui- 
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tion with considerable care and control is 
an articulation of two large and usually 
unrelated operations, i.e. a psychiatric hos 
pital with (among other things) some of 
the traditional authoritarian, prescriptive 
overtones, and a community center that in- 
corporates more broadly based democratic 
features. 

In addition, the willingness and capabil- 
ity of the research and operating compo 
nents of the project team to cooperate in 
thinking through and working out prob 
lems has made it possible to avoid conflicts 
due to different frames of reference, rigid- 
ity, or status needs. 

In the early design of the project, the 
researchers were most concerned with de 
lineating a variety of variables which might 
be assessed at some future date. The re 
searchers knew that the clinical persons 
within the project tended to speak, by and 
large, in rather global variables; and that 
considerable effort had to be made to pin 
down a rather concise universe of variables 
that might be investigated. As the re 
searchers saw the project, it would be neces 
sary at first to specify the variables that 
would be studied over a period of time 
while allowing the project milieu to 1 
main rather fixed. For example, the re 
searchers saw the possibility of studying 
patients who had small or large amounts 
of treatment within a fixed milieu. Ih 
however, the milieu changed, it would be 
difficult to study the influence of either 
small or large amounts of treatment be 
cause it would be hard to relate either the 
nature or frequency of treatment to the out 
come. It was therefore desirable to keep 
variables as constant as possible. Once the 
philosophy of the project was fixed, the 
researcher busied himself with relating 
these several fixed variables to a number 
of dependent factors, e.g., rapidity of move 
ment from phase to phase, quality of in 


n within phases, and various psycho- 


clinicians were attempting to deal 


he two institutions involved. Understand- 
the project changed some of its op- 
patterns over a period of time. The 
in order to simplify their own 
tried to confine the project to its 


chers, at this point, will be look- 
ily at the fixed elements which 
oughout the project, such as the 
of the psychological tests, the social- 
m forms, mental health status previous 
cipation and the various qualita- 
tates that the ex-patient brings with 


of great value will be the use of 
and other process material to record 
gets such a project under way, 
various changes it undergoes in 
adapt to existing conditions. 

ole of a researcher in an enterprise 
R: this (it is essentially a demonstra- 
Project) includes the delineation of 
Variables. Having done this, the 
needs to prod persons into keeping 
onment fixed so that these vari- 
y be studied, and to remind the 
ople of the requirements for the 
the sample. 


OF INSTITUTIONS 

Board meetings and joint adminis- 
Meetings of the two institutions 
Create the project, and have kept 
track as it developed. All modifi- 
design have been hammered out 
angs, and at seminars and confer- 
Which representatives of the two 
_ Were present. Ultimately, all 
“cisions have been cleared with the 
ipal investigators (co-directors) of 
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the project: the director of Social Service 
at Hillside Hospital and the executive di- 
rector of the Educational Alliance, 

The Project field director, previously em- 
ployed at Hillside Hospital, has his office 
in the Educational Alliance building. The 
Alliance has also provided the services of 
its associate director, its young adult divi- 
sion head (both trained in group work), 
many of its part-time staff and specialists 
and several of its graduate social work 
students. The research-and-consulting psy- 
chologist for the project has also been an 
Alliance worker, while the research-and- 
consulting sociologist has been a Hillside 
employee. 

The Alliance action personnel have con- 
centrated their activities on Phases II, II 
and IV, while consulting and assisting in 
Phase I. The Hillside Hospital staff has 
been most directly involved in Phases I, 
II and III and has advised on Phase IV. 
Both Alliance group workers and Hillside 
Hospital group workers have been group 
leaders in four different core groups. All 
the Alliance mixed groups in Phases III 
and IV have been led by part-time special- 
ists or graduate group work students, and 
all have been supervised by trained Al- 
liance senior group workers. Bi-weekly 
seminars and bi-weekly staff meetings of 
the key personnel of both institutions have 
helped to keep the communication lines 
open and the content current. 


EFFECT ON THE INSTITUTIONS 

The project has already had a major effect 
on the entire Alliance program and staff. 
The staff (professional, student, clerical and 
maintenance) was prepared for the project 
and had an opportunity to become more 
aware of the factors involved in mental 
illness and mental health. At various 
points, staff study groups had the oppor- 
tunity to review the project and to look 
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at goals, methods, process and results criti- 
cally and closely. This experience has 
helped expand the scope of agency service 
into working with people who have a 
variety of handicaps. Also, there has been 
greater specific interest in the plight of 
discharged hospital patients. 

The hospital staff (psychiatrists, nurses, 
psychologists, social workers, occupational 
therapists and others) have held several 
orientation meetings on the project and 
have paid visits to the community center 
building to see the project in action. 

There has generally developed on the 
part of the hospital staff a greater con- 
viction of the value of a community center 
program, and of a generalized concern for 
the socialization factors involved in the 
post-discharge and in-patient experience of 
the hospitalized psychiatric patient. 

Another important value of this program 
was its bringing a community agency very 
close to the hospital. In the past, when 
the hospital developed liaison programs 
with community agencies, it was primarily 
with one part of an agency program, For 
example, when the hospital developed a 
foster home program with a family agency, 
it developed this program only with the 
foster home division of the agency. The 
current program marked a new departure in 
that the entire resources of the community 
agency became available to hospital pa- 
tients. This was seen as an important break- 
through by the hospital personnel, whose 
interest in developing community resources 
was not confined simply to helping social 
workers develop such resources, but was 
broadened to include helping ex-patients 
enlarge their own use of such resources as a 
necessary part of their rehabilitation. 


CONCLUSION 


At present, 135 ex-patients have been in- 
volved in the program in one way or an- 
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other. Some 95 people are now active in 
the various phases. Many ex-patients have 
not been available for the project because 
of conflicting employment schedules, school 
and therapy commitments and travel difi- 
culties, Hillside Hospital serves a wide 
geographic area. From much of it the 
Alliance is not easily accessible. Despite 
these difficulties, the program is currently 
very viable. The capacity of staff and 
service to absorb the numbers of ex-patients 
in the program has been pressed close to 
the limit, and the articulation of the two 
institutions has been quite effective. 

We have noted that certain factors seem 
essential to the success of this type of 
undertaking: 

(1) The staffs of the two institutions must work 


together closely and constantly, with good 
communication and understanding. 

(2) There must be a great deal of conviction 3 
to the value of the project on the part of 
all staff concerned: in the hospital, from the 
administration, the in-patient psychiatrists 
social workers, psychologists, occupational 
therapists, nurses and attendants, to the after 
care psychiatrists and other after-care staff, 
and in the community center from the ad- 
ministration to the department heads, group 
leaders, specialists, secretaries, receptionist 


eleyator operators and porters, all of whom 


affect the atmosphere in which the ex-patient 
finds himself. 


(3) The ex-patients and in-patients themselves 
must see this as a valuable, high-status pro 
gram. Even more than the staff’s convictions 
the patients’ own “grapevine” of info: 
communication is crucial. Ex-patients who 
have gained a great deal from the projet 
are in many ways the most important single 
means of transmitting enthusiasm and com 
mitment to the other patients. 


(4) In the community center, so far, the cruda! 
factor seems to be staff attitude. The "i 
mal” population is either not aware of 
not overly concerned with the presence F 
former psychiatric patients as such. As k 

as there are no major incidents of ee 4 

extreme behavior by the newcomers, 


have tended to be accepted as individuals in 
their mixed groups. 


The remarkable degree of success so far 
is encouraging and raises many interesting 
questions that require further exploration: 


(1) How much ego strength is actually needed to 
be able to function in certain groups? What 
kinds of ego strengths are most essential? 


2) What kinds of social functioning and sociali- 
zation capacities prove to be most beneficial 
in helping the ex-patient sustain himself with 
“normal” people? 


(3) What part does the possession of activity skills 
play in the ex-patient’s ability to continue 
participating in the general community center 
groups? 

(4) Will the individuals involved need other spe- 
cial supports in maintaining themselves in 
the regular groups as other difficulties arise? 
Can they start again in another group, an- 
other center, another season? 
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(5) Are there common threads in the helping 
Process with regard to the role of the core 
group leader and core group function, the 
Alliance group leader, and so on? What are 
the essential elements in the helping process 
here and which aspects are secondary? 

(6) Which kinds of discharged patients will do 


best in this type of program and which kinds 
worst? 


(7) What is the limit of tolerance of a “normal” 
population for this new population? Will it 
vary with age, type of group activity or degree 
of group cohesion? Can it be extended or 
contracted as a result of different forms of 
intervention on the part of staff? What 
kinds of intervention prove most helpful and 
what kinds least helpful or even destructive? 


We hope to find at least some partial 
answers to these questions before the 
project is completed. 
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DAVID J. VAIL, M.D., st. PAUL, MINN. 


Beyond psychiatric diagnosis 


This article stems from a growing dissatis- 
faction with existing concepts and practices 
in public mental health operations and 
program planning. Others have expressed 
similar discontent from various vantage 
points inside and outside psychiatry. It 
seems that we are using worn-out concepts 
or modes that do not fit the facts. Among 
these are the medical model of disease, the 
private approach to public business and 
the attempt of professions to dominate the 
public will. This discussion will concen- 
trate in particular on the “disease” prob- 
lem and the ways in which diagnosis may 
be used to carry out the wishes of a pro- 
fessional agency without primary regard to 
public need. We will also describe briefly 
some attempts to approach our situation 
in Minnesota in what seems to us a more 
sensible and socially useful way. 


This paper was presented at the Annual Meeting 
of the American Psychiatric Association, May 4, 
1964. Dr. Vail is the Medical Director of Min- 
nesota’s Department of Public Welfare. 
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in social planning 


Some basic facts to be borne in mind are: 
1. These statements refer to public mental health 


| 
| 
. 


practices and may or may not have à bearing — 
on the private practice of psychiatry or any 


other profession. 
2. They are based on the experience in and the 


view from a solitary position as the head of 


a state mental health program. 

3.We do not imply necessarily that mental ill. 
ness is a myth. We say simply that, for out 
purposes, the “disease” concept has not Pp’ 
useful. We do not attempt to destroy it, olf 
to by-pass it. 

4.We do not prescribe or recommend beyond 
the borders of Minnesota, We describe only 
our particular approach. 

5.The work is far from complete; it is indeed 
in a very early stage. 


There is now a large body of theory that 
we have been working on for two years. 
is difficult to reduce this to the minimum 
amount essential to understanding 0% 
thesis. We approach our task along two 
general pathways: 

(1) Problem-solving, that is identifyin, 

trying to solve problems. 


g and then 


Organization rationale, that is questioning and 
F Adentitying reasons for the existence of the 


@rganization. 


We can ask of any organization the rea- 
for its existence. The causes for public 
izations can be found stated explicitly 
implicitly in the laws that create them. 
ore subtle sources of information may 
be sought. For example, the continu- 
practices of the organization, if sanc- 
td by society, give some clues as to what 
ety expects. Other inferences can be 
iwn from the policies of the organiza- 

itself. Here however, (and this is one 
he basic points of this paper), the poli- 
of the organization may not represent 
i social will as much as the self-deter- 
ed ends of the organization. Especially 
me initial definitions by society are 
fak, the organization is at relative liberty 
determine its ends for itself. These 
ds may deviate for a time from the pre- 
med public expectation. Sooner or later, 
organization is to survive through 
Support, its goals and the public 
ectation must coincide. 

he public health field is an example 
_Teasonable clarity and success in the 
finition of public expectations by law 
a the close fit of agency and professional 
ctice in carrying out these aims. To 
we end of protecting the health of the 
mic, health departments are created, 
edures of inspection and seizure au- 
ed and boards of competent peers es- 
blished to judge the fitness of individuals 
Practice professions involved in the pro- 
Mon of the public health. An example 
_s&ticy or professional conflict with pub- 
F values in this field is seen in the fluorida- 
A controversy, Here, part of the prob- 
Stems from a lack of definition in 
law as to how far into the domain 
dividual or private integrity a public 
“Sure should be allowed to extend. Let 
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us formulate these causes for the existence 
of public organizations in terms of prob- 
lems, This is sometimes perceived as a 
“negative” approach; the problem, how- 
ever, derives from and can be defined only 
by positive social values. Suppose a prob- 
lem exists which threatens the fabric of 


shifted our focus to disability, or as we 
prefer to call it, bio-psycho-social dysfunc- 
tion. 


Before going into this more fully, we 
will describe three aspects of the public 
mental health system as it now operates. 


1. Bureaucentricity 
Where the public will is unclear and the 
problems not precisely defined through 


+ We use a definition of disease given by the Ameri- 
can Medical Association in the Journal of the 
American Medical Association, May 25, 1957, in 
“Queries and Minor Notes”: “A disease is defined 
as follows: In general, any deviation from a state 
of health; an illness or sickness; more specifically, 
a definite marked process having a characteristic 
train of symptoms. It may affect the whole body 
or any of its parts, and its etiology, pathology, and 
prognosis may be known or unknown.” 
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Here the educational efforts of the 
agency try to bring about a shift in public 


all sincerity establish a mental health cen- 
ter to prevent its citizens from having to 
“go away” to the state hospital when in 
trouble. As this may turn out not to be 
the case, the community may be “educated” 
to some other rationale for the center—to 
prevent mental illness in future genera- 
tions, for example, The recent federal 
mental health legislation was sold partly 
on the idea that it would lead to a 50 per 
cent reduction of state hospital population 
in a decade. If this does not occur, it will 
be interesting to see what rationalizations 
will ensue. Such statements of raison- 
d'etre most often occur after the fact. The 
change in public attitude about state men- 
tal hospitals from a removal concept to a 
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restoration concept is an example of wo 
cessful education by the agency. 

This is not to deny the professions a 
leadership function, or to prescribe for 
them a passive acceptance of public im 
tolerance or apathy. But care must be 
constantly exercised to ensure continual 
dialogue and to maximize concordance be 
tween the professions and the body politic 

Some illustrations of Bureaucentricity 
are: 

(1} State Policy Level 

A letter in a national publication states “Ap 
parently one of the difficulties in [State of xX) 5 
the fact that they have to take care of the cimi 
nally insane in the regular hospitals and jum s 
in any other state in our country, when something 
goes wrong on one of these wards the whole hor 
pital gets the blame which is really a very unjust 
thing. Dr. .........+ feels, and so do I, that 
steps should be taken nationally to make sme 
sort of separation between the criminally inss 
and hospitals for the ordinary mentally ill people.” 

The problem here is in setting out to 
“regular hospitals” for “ordinary mentally m 
people” and some other kind of mentally m 
people. There is further the implication of a das 
structure of some kind within the mental illast 
subgroup. 

(2) Community Mental Health Center Level 

Example 1 

A community mental health center asks, “C 
referrals from county welfare departments be ist 
proved so as to avoid eventual dissatisfaction from 
working with chronic passive-dependent families of 
low motivation?” 

The public issue is not whether the staff is satir 
fied or dissatisfied with the referrals they get. TP 
type of dependent family mentioned is a very 
ous public concern. It could be that the ommi- 
nity expects the center to do something to relieve 
the public burden and contribute to the rehabilita: 
tion of these families and individuals. 


Example 2 
The intake policy statement of a communitf 
mental health center states: “Intake will be limited 
based on available staff time. We feel this is the 
only way we can insure a high-quality pro 
service, 


"Where eccemary, because of excemive demand 
amiet service, preference for treatment will be 
on the following: 


"i Where there ls genuine motivation and favor 
able prognosis. 

"E Where treatment offers preventive value. For 
exemple, a developing illness in contrast to 
a chronic illness. 

"Where treatment would be of a short-term 
mature. 

"i Where no existing community resources can 
meet this patient's needs.” 


‘The problem here is that the center wants to 
for itself a clear right to triage according 
patient-criteria such as motivation, prognosis and 
y which are definable not in social, but 
in profesional terms. Such a policy will make 
work more interesting and enjoyable for the 
but is this what the public intended? 
This illustration is reminiscent of the Commu- 
Research Associates, Inc, study of a child 
dinic where all the intake procedures, 
from the initial telephone contact, were 
to screen out the most serious and urgent 
problems, 
D) State Hospital Level 
A S+year-old male patient was admitted volun- 
On admission he was easily irritated, rest- 
and tense. He had recently developed the 
of killing his brother. 
He was discharged two days later with this note: 
“He was given psychologic tests, but the MMPI 
Gdn’ reveal any treatable mental condition. 
{Two days after admission) he asked me for his 
because he was a voluntary patient 
ad didn’t want to stay here any longer. We 
feel that this patient may be dangerous to other 
‘People but because he doesn’t present any treat- 
Mental condition we granted his release 
Mint medical advice.” 
The problem here is that the agency has by its 
“andards seemingly determined its problem- 
às “treatable mental conditions.” An obvi- 
Problem at the start is, What is a “treatable 
Condition”? Further, this goes against the 
mandate of the public mental hospital to 
$ people out of harm’s way. 


~ 


5 The Game of Disposition : 
f stems from Bureaucentricity. The 
gency defines what it wants to do accord- 
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ing to certain profesional criteria, The 
game is then to dispose of cases which do 
not fit, either at the outset or as the con 
tact progresses. 

The game involves a set of players, as 
it were, a system of stations and channels 
which may expand or contract depending 
on individual case circumstances, local cus- 
toms and the like. Typically, the system 
might involve the court, probation office, 
police department, state hospital, commu- 
nity mental health center and county wel- 
fare department. The medical profession, 
the clergy and the legal profession (eg. 
county attorney) are also often involved. 
Experts may be called in, such as the high- 
prestige teaching hospital or a specialist 
consultant, to assist in the play. 

The game has no real winner, only 
losers. These are the resources least 
equipped to do something about the prob- 
lem: they are then accountable for what 
subsequently happens. Usually these are 
the state hospital or the county welfare de- 
partment. Factors of prestige, professional 
standing, often simply force of character, 
may produce modifications. One of the 
main instruments of the game, as we shall 
see, is psychiatric diagnosis. 

We are exploring the game from the 
standpoint of thresholds. That is, at what 
point does responsibility shift from one 
player to another? One of the obvious 
problems is that bureaucentricity leads to 
a variance of thresholds and gaps in agree- 
ment as to what the thresholds are or 
should be. Thus the man who wants to 
kill his brother and is released from the 
hospital as having no “treatable mental 
condition” may likewise be refused intake 
at a community mental health center as 
being “unmotivated” or “chronic.” The 
frequent shuffle of the person who has “re- 
ceived maximum benefit from hospital 
care” and at the same time is “too dis- 
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turbed to remain at large in this commu- 
nity” is an example of the Game of Dis- 
position in its most pernicious form. 

The outcome may be determined by 
fatigue of one of the players or, hopefully, 
consideration for the subject individual. 
As the inscription at the top of a Scottish 
mountain path has it: “Rest and be 
thankful.” 


3. The Prostitution of Psychiatric Diag- 
nosis 


There is not time to consider two other 
aspects of psychiatric diagnosis, to wit: (1) 
Its inadequacy as a mode of communica- 
tion of what a given problem case actually 
is all about. (2) Its likelihood of becoming 
a badge, a tattoo mark, which will deter- 
mine the career of the individual from that 
day forward. 

Rather we consider here the use to which 
psychiatric diagnosis is put in the service 
of Bureaucentricity and the Game of Dis- 
position. A few case vignettes will have 
to suffice by way of example: 

(I)A mental health center describes a young 
man as “a severely disturbed paranoid 
schizophrenic . . . his impulse controls are 
in a gradual state of deterioration . . . uncon- 
trollable rages . . . urgently in need of psy- 
chiatric help in a security setting.” After 
admission to a hospital he was found to be 
a “very severe psychopathic character” and 
released. 

(2) A thirty-five-year-old woman was in and out 
of jails, the state reformatory for women, state 
and municipal psychiatric hospitals, At one 
point she was described as “more a mentally 
ill patient needing institutional care in a 
psychiatric situation than somebody who 
would benefit from correctional observation 
in a penal institution.” At the state hospital, 
however, she was found to be “sociopathic 
personality disturbance, antisocial reaction” 
and returned to the reformatory with this 
note: “She has a long history of sociopathic 
behavior, malingering and disturbed behavior 
. . . admitted she enjoyed putting on a 
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show. . . ." A psychiatrist consulting subse 
quently at the reformatory (where she war 
creating much disturbance) found her to shew 
“an undifferentiated schizophrenic picture” 
Reevaluating its earlier work, the staff of ose 
non-state hospital said they “cannot argue 
strongly for the diagnosis of schizophrenia” 
At another non-state hospital she was found 
to be “schizophrenic reaction, schizoaffective 
type.” 

(3) A 16-year-old girl was in and out of the state 
reform school for girls, also at a municipal 
and a state mental hospital. Various findings 
were “emotionally disturbed adolescent . «+ 
does not seem to fit into a character disorder 
of sociopathic diagnosis categories,” “psycho 
tic as of now,” “a temporal lobe type ol 
dysthythmia with paroxysmal type of psychose 
reaction,” “an organic type of con! 
psychosis which is epileptoid in nature,” and 
“sociopathic personality.” Upon a consultant 
psychiatrist's urgent recommendation she wat 
finally committed as mentally ill by court 
order from the reform school to a state hot 
pital, whence she escaped. Final diagnosi 
(by a psychiatrist at the hospital): “Adjust 
ment reaction of adolescence.” 

(4) A 26-year-old man had broken his wife's am 
in a rage. Under observation by court order 
he was found to be “psychopathic personality 
with psychosis” and committed to a maximum 
security psychiatric hospital. There after six 
months he was found to be “simple 
maladjustment,” recovered and not danget 
ous. Later at another state hospital he wat 
found to be “not psychopathic,” “a chana 
disorder, passive-aggressive, mama’s boy with 
alcoholic addiction,” “the sociopathic i 
might well be concealing an underlying schist 
phrenia.” He was discharged to local 
after having killed his wife and two children 
while on a weekend pass. The hospital dit 
charge diagnosis was “chronic, undifferentia 
schizophrenia.” The court subsequently 
him to be legally responsible according to the 
Rule in M’Naghten’s Case. 


We hope these illustrations bring out 
how psychiatric diagnosis reflects attitudes 
about the patient, supports decisions m4! 
for a variety of reasons having nO nece” 
sary relationship with the clinical or soci? 
needs of the individual, and become i! 


on to force responsibility on to some 

ney or facility. Examples of this 
easily found, but in fairness we 
e that their frequency—relative 
instances where agreements are 
obtained—has not yet been precisely 


emphasized the negative for 
's sake. The fact is, however, that 
n is serious—and those in lead- 
tions must try to make some 
of it, to develop some basic gram- 
id arithmetic. 

describe measures that are being 
in Minnesota. This reflects 
discussion and research at all levels 
ut the state, including govern- 
ablicly supported and private sec- 
are not listed in any order of 
is the list complete, nor have 
c measures been developed 
primitive level, 


of Concepts 


trying to get better definitions 
nents in such matters as differen- 
levels and kinds of operations, 
tion of degrees of responsibility 
s of responsibility, internal 
| goals, and case vs. agency-level 
and decisions. 


first step in planning, prob- 
lest one, and invariably the 
y overlooked. We have con- 
any attempt to pursue the defi- 
blems in the mental health 
ital illness” or “mental retar- 
inprofitable for these social 
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planning purposes. Rather we are ap- 
proaching the field along the broad front 
of bio-psycho-social dysfunction. Included 
in this is the group of aberrant behaviors 
and adaptations referred to commonly as 
“mental disorders,” for which we have 
some responsibility. 

If the disease model is out, what else 
may be used? While casting about in this 
sea we were very much heartened by the 
publication of The Vital Balance by Karl 
Menninger. Menninger proposes, instead 
of a diagnosis-disease model, a system of 
orders of dysfunction or dyscontrol (his 
term), He develops and supports his thesis 
in an admirable fashion. This seemingly 
simple shift should have a revolutionary 
effect. We are studying this approach now, 
bringing into play not only the level of 
dysfunction, but the rate of change from 
level to level, sociotonicity (our term) 
which in turn seems to include class and 
economic factors, and possibly other ele- 
ments. 

This strategy, among other things, should 
have the effect of eliminating the intrinsic 
valences assigned to disorders by the pro- 
fessions—the greater interest and prestige 
attached to “mental illness” as against 
“mental retardation,” for example. It as- 
signs valences rather on the size, weight, 
and pressure of the social problem pro- 
duced, and this is a far different matter. 


3. Building on the Public Welfare Base 


This stems from the fact of the legal 
structure of mental health operations in 
Minnesota, that is, the Department of Pub- 
lic Welfare. It means suffering the anxiety 
of dissolving the mental health territorial 
boundary and accepting the organization 
as it exists. Once this is done, two ad- 
vantages are clear. One is that the Min- 
nesota Department of Public Welfare and 
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the County Welfare Departments it super- 
vises are geared in their agency decision- 


child neglect. Further, Minnesota law has 
assigned the county welfare departments 
very clear accountability in mental health 
areas such as the emotional and mental 
well-being of children, case planning for 
the mentally retarded, pre-admission ex- 
aminations of the mentally ill, and after- 
care of discharged patients. Whether good 
or bad, the system is at least clear. 


4. Exploration of Thresholds 

We are attempting to find out not how 
agency decisions should be made but for 
the present simply how they are made. 
‘That is, what are the criteria for case open- 
ing and case closing, intervention and dis- 
engagement? 


5. Better Predictions 

In the county welfare department system 
described above, workers are required to 
make predictions as to the outcome of the 
family's problems. This forces the issue 
of accountability, which isa must. We are 
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exploring also the use of more sa 
cated instruments, more precisely p 
ophies, of prediction and predictabilit 


6. Manpower Investments 

Two of our community mental 
center programs have taken the lead 
strengthening their impact toward the sol 
tion of social problems by attempting | 
intensive development of existing © 
nity resources, such as the county 
departments. This has taken greai 
age, as it requires stepping out of the 
tional clinical, office-treatment role to 
we are accustomed and toward wh 
are trained. The results so far are 
aging, indeed exciting. 


SUMMARY 
Some existing problems in planning 
and operating publicly-supported m 
health facilities are described. Dis 
focuses on the inadequacy of the tra 
medical model of disease in program 
terminations, Problems of social, as agal 
professional, expectations of public 
health agency performance are desa 
together with the uses to which psychia 
diagnosis is put in resolving, som ti 
appropriately, agency conflicts. $ 
tempts to formulate a more socially u 
rationale are presented. 


—— aT 


DOROTHY MILLER, M.A., SAN FRANCISCO, CALIF. 
WILLIAM H. DAWSON, M.S.W., STOCKTON, CALIF. 


Effects of stigma on re-employment 


of ex-mental patients 


The Greeks used the word stigma to denote 
bodily signs designed to expose something 
unusual or bad about the moral status of 
the subject. Today the term refers to the 
disgrace itself rather than to the bodily 
fidence of it. The post-hospital mental 
Patient is thought to be stigmatized in 
varying degrees. In a way, all mental pa- 
tients are potentially stigmatized since, even 
when the background of mental illness is 
Not known at first glance, there is the ever- 
Present possibility that it will become 
known. 
y Goffman 1 has discussed the effects of 
ag information” upon the social 
fee,” of a person who is then re- 
oa a the eyes of others, by virtue of the 
i F 8e of his past mental illness, from 
. Whole and usual person to a tainted, 
unted one,” 
- ane of disclosure, as well as the 
iia ay Status itself, gives rise to the 
elt by the patient as he experiences 


it in the psychologic and social realities of 
his everyday life. 
Goffman ® has stated: 
“By definition, of course, we believe the person 
with a stigma is not quite human. On this 
assumption we exercise varieties of discrimina- 
tion, through which we effectively, if often un- 
thinkingly, reduce his life chances,” 


Goffman goes on to propose? that the 
stigmatized person has the same beliefs 
about himself that others do. This causes 
shame to becomea... 

“central possibility arising from the individual's 

perception of one of his own attributes as being 


Mrs. Miller is a research specialist, Social Research 
Laboratory, Bureau of Social Work, California De- 
partment of Mental Hygiene. 

Mr. Dawson is a psychiatric social worker, Bureau 
of Social Work, California Department of Mental 
Hygiene, 

1Goffman, Erving, Stigma, Prentice-Hall, Inc., 
Englewood Cliffs, New Jersey, 1963, p. 3. 

2 Ibid., p. 5. 

8 Ibid., p. 7. 
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a defiling thing to possess, and one he can readily 

sec himself as not possessing.” 

Assuming that alumni of public mental 
hospitals constitute one category of per- 
sons in our society who are likely to be 
viewed by others as having a “stigma,” i.e. 
being less than human, undesirable, dan- 
gerous or weak, it would seem necessary 
to study the awareness of “stigma” the 
former patient feels in his own life and 
the effects it has upon his re-employment. 


A longitudinal study of 1,082 leave pa 
tients has recently been completed.4 One 
of the variables studied was the employ- 
ment status of patients both prior to ad- 
mission and at the point of leave-of-absence, 
Twelve months after their release, only 12 
per cent of these former patients were em- 
ployed full time. Another 8 per cent were 
employed part time or intermittently. This 
finding contrasts with employment status 
at admission, when 19 per cent were em- 


TABLE 1 
Employment status of patients prior to and after hospitalization 


Prior to admission After release 

ees 

Status Number Per cent Number Per cent 
Employed, full time 209 19 133 12 
_ Employed, part time 180 17 77 7 
Psych. or phys. disabled 82 8 219 20 
Secking employment 29 2 94 9 
Not in the labor market 582 54 559 52 
Total 1,082 100 1,082 100 


so O TATE a a O E 


In the California State Department of 
Mental Hygiene about one-half of all re- 
leased mental patients are placed on “‘in- 
definite leave of absence” under the super- 
vision of the Bureau of Social Work, which 
is staffed by trained psychiatric social 
workers who aid these patients with their 
problems of social adjustment. 


+4 This study was based on data collected on all pa- 
tients released to the Northern Region Bureau of 
Social Work (BSW) April to June, 1962. It com- 
prised data obtained from the Basic Leaye Docu- 
ment designed by Layle Weeks, Research Section, 
California Department of Mental Hygiene, and 
from BSW psychiatric social workers who dealt 
with each of the 1,082 leave patients. These were 
followed through the termination of their leave 
period, July 1, 1963. The study was done under 
the jurisdiction of J. J. Ploscowe, Regional Super- 
visor. 
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ployed full time and 17 per cent part time. 
Of those who were working after release, 
two-thirds had low status jobs in unskilled 
labor, e.g., domestics, janitors, “shoe-shine 
boys,” and the like. These gross figures 
tell us little about the problem as it was 
faced by each individual. However, they 
do give us a background for further & 
amining the effects of stigma upon the 
re-employment problems of former mental 
patients. Table 1 shows employment after 
a twelve-month period following release 
from a mental hospital contrasted with 
pre-hospitalization employment status. 
Twenty per cent of the released mental 
patients were classified by their so 
workers as unemployable due to a psy” 
chiatric or physical disability at the te™m™ 
nation of leave; only 8 per cent were EY 
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dassified at the time of admission. (This 
category excluded aged patients and house- 
wives, and included only patients who 
would normally be expected to be in the 
labor market.) These presumably incapa- 
citated ex-patients would be likely candi- 
dates for some form of job training, retrain- 
ing, or sheltered workshop activity. This 
finding raises provocative questions about 
the size of the population possibly needing 
some type of vocational rehabilitation. If 
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patients seem to have some form of em- 
ployment problem. 

We need much further research on this 
question. Considering all available studies, 
it seems that fewer than one per cent of the 
total leave population is now actively en- 
gaged in some form of vocational rehabili- 
tation project. Harvie® found that only 
a few of these potentially rehabilitative pa- 
tients could meet the criteria of training 
for the competitive labor market. She posits 


TABLE 2 


Occupational identity of patients prior to and after release from 
a mental hospital 


Prior to admission After release 
Occupation Number Percent Number Percent 
White collar 174 99 83 10 
Blue collar 292 36 235 30 
No occupation 326 42 474 4 
Total 792 100 792 100 
N=792 


20 per cent of all released state hospital 
Patients are “incapacitated” and likely to 
need vocational guidance services of some 
‘ort, we obviously face challenging prob- 
sin planning the rehabilitation of post- 
Ospital mental patients. Consider as a 
Feasonable goal the return of the ex-patient 
ot employment status. On this 
ae gures show that while 36 per cent 
thei some form of employment prior to 
ir admission to the hospital, fewer than 
Rak cent were able to find any kind of 
o ENR the end of the twelve-month period 
aoa ing their release. This points up the 
ployment needs of an additional 17 
outa 5 of the released population who 
Pear to require some form of em- 


Ploym, 


Ent services. A third of all released 


the need for focusing on the long-term 
problem of the chronic mental patient in 
a sheltered workshop program. Selkin ° 
describes the types of chronic schizophrenic 
patients served in such a workshop. He 
feels that these programs are both workable 
and essential in helping such patients live 
outside the mental hospital. 

One additional factor our employment 

research has uncovered is the likelihood 
that mental patients will experience a 
ig, Te See a MERE ALP SIP Eel 
5 Harvie, Barbara, “Employment Status of Patients 
on Leave of Absence in San Francisco,” Bureau of 
Social Work paper, San Francisco, March, 1964, 
ë Selkin, James, “The Treatment of Ambulatory 
Schizophrenia in a Rehabilitation Workshop,” 
Rehabilitation Counseling Bulletin, Vol. 5, No. 1, 
pp. 22-29, 
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lowering of their position on the occupa- 
tional ladder, both in degree and kind, 
perhaps as a result of their hospitalization. 
More were working prior to admission 
than were working twelve months after 
release, as shown in Table 1. These pa- 
tients tended to go from higher to lower 
skilled jobs, from full to marginal em- 
ployment, and from higher to lower paying 
jobs in the course of their mental illness. 
We do not know, however, what part 
stigma has played in this downward mobil- 
ity. Table 2 shows the patients’ drastic 
occupational downgrading, both in type 
and amount of re-employment. 

Such a major shift offers substantial and 
shocking evidence of work role deteriora- 
tion. One could conjecture that such a 
change is an indication of the lowering of 
the patient's sense of identity. Not only 
are patients likely to be under-employed 
after hospitalization; they are also likely 
to classify themselves in a lower occupa- 
tional status. Certainly such a downward 
shift in work role identity provides a favor- 
able climate for the further development 
of subjective feelings of stigma. 

How is stigma related to the re-employ- 
ment problems of released mental patients? 
To study the possible relationship, we in- 
terviewed (as part of an on-going research 
project *) 156 mental patients who returned 
to the mental hospital and inquired about 
their experiences in the labor market. We 
asked this question: “Did it seem to you 
that being a mental patient made any 


7 This datum is part of a preliminary report of a 
larger study of 250 patients interviewed as they 
return to the mental hospital from leave of ab- 
sence, This project, financed by the National In- 
stitute of Mental Health, is being carried out at 
the State Hospital, Stockton, California, under the 
direction of D. Miller and J. J. Ploscowe, investi- 
gators of “Reasons for Return to the Mental Hos- 
pital,” (NIMH 1269-1). Research Interviewer is 
William H. Dawson, M.S.W, 
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TABLE 3 
Patients’ opinions about their ability 
to work 
Responses Number Per cent 
Able to work 74 45 
Not able to work 84 52 
No response 5 5 
Total 163 100 
N=163 


difference in getting along outside the hor 
pital? Ifso, in what ways?” 

These patients were returning to the 
mental hospital after being in the commu- 
nity for an average of ten months. They 
were also asked about their alignment t 
the labor market, We found out, also, how 
many of them considered themselves able 
to work. While 45 per cent felt that they 
had been able to work while on leave, onl} 
one-fourth of these had been able to ob 
tain any kind of work. Very few had beet 
fully and competitively employed and able 
to support themselves during the leave 
period. We then asked if they had at 
tempted to seek work or not, and if not 
why not. 

Tables 3 and 4 show how these & 
patients sought work during their stay in 


TABLE 4 


Patients’ responses regarding attemp" 
to find work (Labor market 
prospects only *) 


t 

Job attempts Number Per cen 
4 
Tried, successful 18 be 
Tried, unsuccessful 28 38 
Did not try 28 ye 
os 00 

Total 74 uy 
N=14 


* Housewives and the aged eliminated from sample 
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the community. We found that those who 
secured jobs generally worked only part 
time or intermittently as domestics or field 
hands, or at other menial or marginal jobs. 
Almost all were financially dependent, at 
least in part, upon their families or public 
welfare agencies. Many indicated that this 
support had been inadequate to their 
needs. 

These findings suggest that while many 
of the returning patients felt they had been 
able to work while out of the mental hos- 
pital, hardly any had been able to find or 
hold adequate employment. Are these 
findings evidence of the effects of stigma? 

Feelings of shame and stigma, being 
highly subjective, cannot be studied di- 
fectly. Our interviews indicated that being 
a mental patient had been hard on them 
_ While they were in the community. Of 

those who answered “no” to our question, 

many qualified their answer by stating that 

 tthad not been hard because they had 
managed to keep their status a secret. This 
certainly meant that they were acutely 
aware of the effects of stigma. 

Using the Berelson 8 method of content- 
analysis, we developed four types of stigma 
- Perhaps the most serious of these 
E ae by those who indicated that 
e act of their mental illness was used 
oo or a “club over their heads.” 
(ar i Per cent of the returning patients 
th E teed wives) indicated that 

: elt stigma in this form. While 

oe was for the most part not ac- 
it oe in the employment market, 

‘i, ee ete that experiencing the ef- 
Vithin ae is a destructive element 

€ family, 
ot nd group involved 16 per cent 
status ee who indicated that their 
ously oS mental patients had seri- 
aA ed communication with friends 

y and had brought about a de- 


i 


ti 


MILLER AND DAWSON 


structive change in self attitudes. This 
group too was primarily one of women, 
largely living in a dependency relationship 
with others. They seemed to experience 
the effects of stigma on a subjective or an 
affective level and felt that stigma resulted 
in a change in their attitudes and in the 
quality of their communications with 
others. 

The next two types of stigma effect are 
most pertinent to our inquiry about re- 
employment. Both types of response in- 
dicated difficulty in re-entering the labor 
market. A group of 35 per cent of the 
returning patients had experienced stigma 
in the form of self-derogation, i.e. a lack 
of confidence in themselves or feelings of 
low self-esteem. Many were females or de- 
pendent males who had considered them- 
selves able to work, but felt such a lower- 
ing of self-esteem that they made little or 
no effort to seek employment or re-employ- 
ment while on leave. This seems to indi- 
cate the need of both psychiatric therapy 
and vocational guidance to help self-dis- 
paraging patients restore sufficient ego- 
strength to take up productive adult work 
roles in the community. 

The fourth type of response (given by 
33 per cent of the subjects, mostly males) 
indicated that being a former mental 
patient had directly affected the search for, 
the procurement of or the holding of em- 
ployment during the subjects’ stay in the 
community. For example, one said: “When 
they found out I was a mental patient, 
they turned me down.” While such feel- 
ings may be a part of a delusional system, 
it does appear that stigma is a factor in the 
re-employment of former mental patients. 

In another study of stigma problems, 


8 Berelson, B., “Content Analysis,” in Lindsey, G., 
ed., Handbook of Social Psychology, Vol. 1. Addi- 
son-Wesley, Mass., 1954. 
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Freeman and Simmons® asked relatives of 
mental patients about their attitudes. They 

that relatives’ feelings of “shame 
or disgrace with ‘concomitant withdrawal 
and concealment were probably less prev- 
alent than has been commonly assumed.” 
In our study of returning mental patients 
and their families, we sought information 
about the relatives’ feelings of stigma by 
asking them if having a mental patient in 
the home had been hard on them. Seventy- 
one per cent indicated that it had. Of 
these, 52 per cent indicated that they were 
afraid or uncertain regarding the patient's 
social behavior, 33 per cent felt nervous, 
embarrassed or concerned about the effect 
of the patients interpersonal behavior, 
while 15 per cent complained about the 
patient’s excessive dependency, that is, re- 
quiring “too much care” in the home. 
‘These responses may not indicate stigma 
per se, but rather may refer to a cluster 
of feclings—rejection, exhaustion, deple- 
tion of resources and so forth—in families 
who were returning the patient to the hos- 
pital. Therefore, since we do not have 
such data from all patients’ relatives, it 
may not be possible to compare our find- 
ings with Freeman and Simmons’ findings 
on stigma. 

Stigma must be clearly defined before 
findings can be meaningful. We studied 
patients’ statements about their feelings, 
took these as our operational definition of 
stigma, and then investigated their associa- 
tion with the released mental patients’ em- 
ployment status. 

Vocational counselors are aware of the 
negative or ambivalent feelings of employ- 
ers in accepting former mental patients into 
their work force, but little is known of the 
effects of stigma upon some ex-patients’ 
seeming “lack of motivation” or the low 
selfesteem which often seems to hamper 
retraining or successful vocational develop- 
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ment. It would seem, from these fi 
that attention needs to be focused upon 
patient’s own definition of his statuy 
considering his vocational counseling 
As Sullivan ¥ put it: 


“The awareness of inferiority means that osei 
unable to keep out of consciousness the fe 
mulation of some chronic fecling of the wet 
sort of insecurity, and this means that one 
anxiety and perhaps even something wore, ~ 
if others can disrespect a person because of some 
thing he shows, this means that he is always im 
cure in his contact with other people; and i 
insecurity arises, not from mysterious and ome 
what disguised sources, as a great deal of e 
anxiety does, but from something which he knew 
he cannot fix. Now that represents an almost fat 
deficiency of the self-system, since the self is 

able to disguise or exclude a definite formulatiot 
that reads, ‘I am inferior. Therefore people wi 
dislike me and I cannot be secure with thas! 


These feelings may be kept within i 
patient or projected onto others. 
importance and their relationship to“ 
ity” needs further attention and studi 
However dismal the re-employment picit 
seems for most ex-patients, it can only te 
further complicated by powerful feeling 
of shame and stigma experienced by the 
in their relationships with prospective @ 
ployers and others. 


SUMMARY 


Stigma is a subjective feeling, arising fros 
a person's perception of himself as posses 
ing a defiling attribute. Freeman an 

mons ® based their study of stigma On, 
received from relatives of mental patient 


T 


9 Freeman, Howard and Ozzie G. Simmons, 
Mental Patient Comes Home, John wiley 
Inc., New York, 1963, p. 162. 


10 Sullivan, Harry Stack, Clinical Studies a 
chiatry. H. S. Perry, M. L. Gawel and M. a 
eds., W. W. Norton and Co., New york, 

145. 


our study we defined stigma operation- 
as the returning patient's own answers 
a question about his experiences in the 

unity. To relate the effects of stigma 
reemployment problems of post-hospital 
ts, we first studied the prior- and 
post-employment situations of a large, rep- 
feentative sample of released mental pa- 
It was found that: 


(i) While $6 per cent of these patients had some 
type of employment prior to their admission 
to the mental hospital, fewer then 20 per 
cent were employed in any way a year after 
their release. 

@ While only 8 per cent had been judged to 
be psychiatrically or physically disabled prior 
to admission, 20 per cent were so classified 
after release. 

(Sixteen per cent of the released patients have 
a reemployment problem, and another 20 
per cent have a rehabilitative problem insofar 
as their being able to take on an adult work 
tole is concerned. 

(®) We noted a severe downward shift in patients’ 
occupational identities following their release 
from a mental hospital. For example, while 
22 per cent were white collar workers prior 
to admission, only 10 per cent were so classi- 
fied at the time of leave-of-absence termina- 
tion, 

©) We interviewed patients returning to a mental 
hospital and found that 45 per cent had 
felt able to work while they were in the com- 
munity, but fewer than 25 per cent were able 
to find any kind of work during their time 
Out of the hospital. 

(6) OF these returning patients, one-half indicated 
that their status as ex-mental patients had 
Seated a hardship for them in the commu- 
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nity. We took this as an operative definition 
of stigma. 

(7) Of those patients who felt stigma, 16 per 
cent characterized this cx-patient satus as 
“a dub held over their heads” by relatives 
and others; 16 per cent felt they suffered 
blocked or distorted communications with 
others; 35 per cent experienced severe feelings 
of sclf-derogation and loss of self confidence; 
and $3 per cent indicated that being a former 
mental patient had directly prevented them 
from seeking, obtaining, or holding a job. 

(8) Our data indicated that nearly three-quarters 
of the patients’ relatives felt that having a 
mental patient in the home had created a 
a hardship for them. While such data may 
indicate generalized attitudes of rejection in 
the families of returning patients and exhaus- 
tion of their social and personal resources, it 
also seems to point to some feelings of shame 
and stigma as well. Among this group at 
least, such feelings seem to play an important 
role in the patient's post-hospital adjustment. 

We report here on two studies: (1) the 

longitudinal study of 1,082 released pa- 
tients; and (2) interviews with 163 return- 
ing patients and their families. We con- 
clude that feelings of stigma are a factor 
in the re-employment problems facing the 
ex-mental patient. However, exact amount, 
extent, and type of stigma effects cannot be 
fully documented. Further research is 
needed. There can be no doubt, however, 
that the problems of employment and re- 
employment faced by post-hospital mental 
patients are extensive indeed. Evidence 
indicates the need for vocational services 


of many kinds. 
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Alcoholism and drunkenness are social 
problems for the community because alco- 
holics are visible and disturbing. More 
than many other kinds of deviants, the al- 
coholic usually fails to evoke the sympathy 
of the community because of his disruptive 
behavior and his unwillingness to accept the 
status of a “patient” and view himself as 
requiring aid. However, agencies that serve 
the community are called on to act on 
alcoholic cases; thus alcoholics often be- 
come unwilling “clients” of the police, the 
courts, mental hospitals and other agen- 
cies. 

The familiar cycle beginning with arrest 
and ending with temporary involuntary 
detention is extremely costly in terms of 
humanitarian goals and community finan- 
cial and human resources. Although there 
is no universally effective mode of dealing 
from the Licensed Beverage Industries, Inc. 
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Community action 


and alcohol rehabilitation: 


A case study of failure 


with alcoholics, it is apparent that the “re 
volving door” pattern, characterized h 
hopelessness, apathy and despair, falls fat 
short of what might be attempted 
accomplished. ] 
The major purpose of this paper E 
describe the situation in the disposition 
alcoholics in a midwestern community i 
160,000 persons, to analyze the fai 
this community to deal more adequate) 
with the problem and to discuss some fess 
ble alternatives, Although interest has be? 
relatively widespread and various pers? 
have worked to initiate a program 
habilitating alcoholics, little has beta 
complished. At first this situation "H 
peculiar in view of the fact that the ra 
of alcoholics in the area has received 
siderable publicity from newspapers, 7 
ernment committees and individual FA 
zens. However, the nature of the poe 
itself and organizational efforts tO 


gh focused essentially on one city, 
study extended occasionally to county 
d state resources and facilities. Persons 
in the disposition of alcoholics 

ere interviewed: police officials, judges, 
paychiatrists, Alcoholics Anonymous work- 
@, welfare and institutional personnel, 
sligious workers and so on. In addition, 


yt as were state and local reports con- 
imed with the problem. 

There are very few treatment facilities 
br alcoholics in the community. The 
and county hospitals are custodial in- 


munity general hospitals are usually 

ctant to accept alcoholics for treatment. 

disposition of alcoholics is therefore 

pec by the very limited alternatives 
e. 


és were arrested for drunkenness. 
ested alcoholics, of course, are only a 
Proportion of all such problems. 
Sut the arrested ones drink most visibly 
um are most disturbing to others. Police 
Considerable discretion in making ar- 
ts for drunkenness and often take the 


Brtested inebriates are placed in special 
ma jail where they are kept for a 
aa of four hours. When considered 
P » they are allowed to post bail of ten 
ars and are then released. If unable 
Ge, bail, the inebriate is taken to 
nal and Traffic Court and sentenced. 
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The judge may, at his discretion, (1) dis- 
miss the case, (2) defer the case (which 
has legal status as a conviction and may 
have relevance under the “repeater” stat- 
ute), (3) require payment of court costs and 
dismiss the case, (4) impose a fine, (5) sen- 
tence the defendant to the county jail for 
5 to 60 days, or (6) remand the inebriate 
to the custody of the sheriff. This means 
that the court does not release him unless 
he is claimed by some “responsible person.” 
The alcoholic, if a repeater, may be sent 
to the state prison; or if he signs voluntary 
papers he may be sent to the state hospital, 
the county hospital, or on occasion to a 
V.A. hospital. Frequently he forfeits bail 
and does not appear in court; this is typical 
of single or occasional violators. Those 
who get to court for a hearing and sentenc- 
ing are usually the habitual and chronic 
alcoholics. Often they are indigent and in 
poor health. The judge is confronted with 
a problem for which he has no adequate 
solution. The community demands that 
the disturbing drunk be removed and 
“punished,” but the irony is that once he 
is removed, there are few resources in the 
community for helping him, nor is he 
usually anxious to receive help. The judge 
faced with this difficult and unenviable 
task can—depending on his personal in- 
clination—be lenient or punitive. In the 
cases we studied, the suspended sentence 
was the most frequent “solution” to the 
dilemma. 


COMMITMENT PROCEDURES 

FOR ALCOHOLICS 

The Statutes provide for both voluntary 
admission and involuntary commitment. 
In practice, both constitute situations of 
duress and coercion. The significant por- 
tions of the statutes read as follows: 


—— i aaaaamamħ 
} Figures are based on the calendar year 1962. 
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If it appears to any court of record, by an ap- 
plication of three reputable adult residents of the 
county, that a resident of the county or a person 
temporarily residing therein is an inebriate or ad- 
dicted to the use of narcotic drugs or barbiturates 
and in need of confinement or treatment, the court 
shall fix a time and place for hearing the applica- 
tion. . . . The court may, by attachment for the 
person, require the sheriff or other police officer to 
take the alleged inebriate or drug addict into cus- 
tody, detain him pending the hearing (but not to 
exceed three days) and bring him before the court 
at the hearing. . . . At such hearing if the court 
finds that such person is an inebriate or drug ad- 
dict, and requires confinement or treatment, or 
that it is necessary for the protection of himself 
or the public or his relatives that he be committed, 
he may be committed... . 

Voluntary patients. Any adult resident of this 
state who believes himself to be an inebriate or a 
drug addict may make a signed application to a 
court of record of the county where he resides to 
be committed to a hospital. His application must 
be accompanied by the certificate of a resident 
physician of the county that confinement and treat- 
ment of the applicant are advisable for his health 
and for the public welfare... . If it (the court) 
finds that the applicant satisfied the conditions of 
this section, it shall commit him, as it would had 
there been an application under sub. (1) [inyolun- 
tary commitment]. 

Involuntary commitment is avoided as 
much as possible. Thus, of 233 commit- 
ments,t 216 persons were admitted “volun- 
tarily.” This amounts to 93 per cent of 
all “alcoholic” admissions. However, vol- 
untary commitments are frequently com- 
promise solutions to which the inebriate 
agrees under pressure. When an involun- 
tary application is made, an “attachment” 
is issued which enables the police to “pick 
up” and jail the individual. The institu- 
tional placement officer (an employee of 


the county welfare department) is often 
called in. 


“Very often I go and persuade—I would say 50 
percent—to go out on their own and file a volun- 
tary application, (An attachment is made on an 


fC RAB beac athe 7 eee re BNO lik AN 


{Figures are based on the calendar year 1962. 
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involuntary commitment) . . . then after he's beg 
in jail a couple of days and is antsy and sick Ip 
and talk to him in a private room, get him cole 
and a cigarette, and tell him what's ahead of him 


The institutional placement officer inform 
the inebriate that he can avoid a hearin 
if he accepts treatment on a voluntary pet 
tion; that the length of stay will only b 
a month, a period considerably less tha 
if he enters on an involuntary commitmer 
(probably two or three months). Sh 
further commented: 

“So many voluntaries are pressured by the fon 
of circumstances that I don’t push hard, but të 
them what the alternatives are. Sometimes the 
say “if my family wants to do this they'll have! 
do it the hard way. . . .” Every time I schedi 
a hearing, invariably he (the alcoholic) changes} 
mind.” 


The institutional officer helps make ú 
commitment process an informal one. l 
cases of repeated commitments, the form 
procedures are often cast aside. The al 
holic or his family may come directly 
the institutional placement officer, wi 
then arranges for a doctor to sign the v 
untary forms. Similarly, the police ke 
these forms on hand and informally í 
range for a doctor at the state hospital 
sign the papers. Each of these inform 
methods is technically a violation of ! 
law; doctors sign commitment papers A 
out seeing the patient, and the court he 
ing provided for in the statutes is bypas 

It should be clear that the infom 
procedures and the violations of fom 
legal procedures are both constr 
benevolent gestures. They facilitate 
work of the police and the courts 1 
unpleasant and time-consuming fy 
procedures are avoided. And they & 
tuate in that which it is believed wo 
occur in any case. Moreover, 1t. may 
argued that the alcoholic and his fas 


- 
=a 


benefit because they avoid disruptive and 
unpleasant charges and countercharges dur- 


fing the formal court hearings, a position 


subscribed to by many psychiatrists. Al- 


lowed expedite the legal process, their 
utility in potential rehabilitation is a more 
complex matter, and will be considered 
insome detail below. 


THE STATE HOSPITAL: 
ASPECIAL DILEMMA 
The state hospital has long been used for 
alcoholics, although professional staff and 
other personnel feel rather negatively to- 
ward them, preferring not to have alcoholics 
in the hospital. During the year,} there 
were 490 alcoholic admissions to the state 
hospital—150 of them from the county 
studied. Of the total admissions, 228 were 
tadmissions. Eighty-eight percent of the 
admissions were male. The hospital does 
Not have separate wards for alcoholics. 
Patients are distributed by their county 
Tesidence, with the exception of inebriates 
fom the most populous county in the state. 
These alcoholics constitute a large group 
themselves. The tradition of mixing 
Mental patients with alcoholics by county 
of residence has persisted, although more 
adequate placement alternatives appear 
Sbvious, When one psychiatrist at the 
hospital was asked about the failure to 
“gregate alcoholics, he replied: 
A s haven’t got the wards set up that way. 
te are two schools of thought on it; one is 


ole Fi Separate treatment unit. The other, that peo- 
om a certain district should be in a certain 


area $ 
p of = hospital. We don’t have a budgeted 


The opin; 
“eee of the alcoholic counselor at 
Ospital was more direct: 
ou esation of alcoholics from mental patients] 
mach b e better for both groups . . . because a 
etter job would be done. Alcoholics would 


though it is clear that the procedures fol- ` 
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have personnel who are better trained and the 
mental patients would not see the alcoholics who 
are ‘short-timers’ . . .” 


The program for alcoholics at the hos- 
pital is primarily concerned with their 
physical health and their work within the 
hospital. Weekly compulsory structured 
discussion sessions are led by hospital staff 
members or by persons working for the 
local agencies that deal with alcoholics. 
The sessions consist of either lectures or 
films, followed by discussions. The coun- 
selor from the Alcoholics Anonymous 
group at the hospital discusses AA philos- 
ophy with patients on an individual basis. 
He also does some general counseling. 
There is no follow-up of inebriates released 
from the hospital, Referrals are rarely 
made to any institutions, nor to any agen- 
cies other than AA. This is obviously an 
uninspired and routinized program. In 
the words of one psychiatrist, “Many of 
the alcoholics feel they serve time and get 
out; they are also adept at making it that.” 
He also reported that there was plenty to 
do at the state hospital, and that no one 
was really interested in the alcoholics. 

The problem, and it is not an atypical 
one, is that the staff dislike alcoholics. 
They are oriented to the mentally ill, who 
assume the patient role more readily and 
are more likely to be grateful for the help 
they receive. Alcoholic patients, on the 
other hand, are recalcitrant, difficult to 
work with and uncooperative; therefore 
they are resented. The prevailing phi- 
losophy stated by one psychiatrist is 
« . . why bother with them? They're 
too much trouble.” 

Perhaps the most serious dilemma is that 
although psychiatric personnel regard al- 
coholics as suffering from a “mental dis- 
order’—and thus as proper subjects for 


ee 
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treatment as “mentally ill”—they wish 
to avoid them as much as possible. As one 
psychiatrist at the state hospital put it: 
“Alcoholism is not the pet field of psychiatry. 
Psychiatrists don't care to work with alcoholics; they 
feel pessimistic about them. When an alcoholic is 
admitted to the hospital, the reaction of the psy- 
chiatrist is ‘ugh, another alcoholic.’ Psychiatrists 
are not too ambitious about psychotherapy with 
alcoholics because it hasn't worked well.” 


It is peculiar that psychiatrists, having 
encouraged defining alcoholics as suffering 
from an emotional illness, avoid treating 
them. At the same time they use the emo- 
tional diagnosis as a defense for not dealing 
with them as a separate group. As the 
clinical director of the state hospital re- 
marked, separating patients by symptoma- 
tology is not regarded as a sound policy 
from a psychiatric viewpoint. The fact is, 
however, that once defined as suffering from 
an emotional disorder, they are ignored or 
avoided. In short, they are dealt with as 
a special group. 

The state hospital, defined as a “treat- 
ment center for acute cases,” largely serves 
in a custodial capacity for alcoholics. Al- 
coholics are tolerated but not welcomed, 
and are released as soon as possible (usu- 
ally within thirty days). 


THE FAILURE TO ACHIEVE A 
REHABILITATION PROGRAM 

The failure to progress in the development 
of an active program for alcoholic rehabili- 
tation stems from at least three sources: 
(1) the nature of the attempts to achieve 
such a program, (2) the nature of the alco- 
holism problem, and (3) the nature of the 
alcoholic as a person. 


Attempts to Achieve a Program 


As one surveys attitudes toward alcoholics 
in the community, one discovers consider- 
able consensus that the present state of 
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police and other public officials. 


affairs is undesirable and that a facility 
and program are needed. On this there i 
agreement among judges, psychiatrists 
Some 
years ago, a captain in the sheriff's depart 
ment and other interested persons unse 
cessfully but earnestly tried to persuade a 
committee of county supervisors to com 
struct a facility for alcoholics who are jail 
repeaters. One judge has long been an 
advocate of a reforestation camp for alee 
holics. Local psychiatrists who have long 
supported a program for alcoholics take# 
very different view of the needed facility 
Much effort has been spent in public 
(and sometimes bitter) controversy about 
the needed facility. In short, while there 
is almost universal agreement that some 
thing must be done, considerable energy 
has been dissipated in open disagreement 
on rehabilitation philosophies. Thus the 
outcome of the interest expressed has bee 
confusion, as those supporting a program 
have publicly fought one another. Publie 
debate has probably discouraged others 
from advocating a program. Thus the sup 
port of influential citizens—so necessary wo 
achieving appropriations and priority over 
other community needs—has been absent 


The Alcoholism Problem 

Recognizing that the etiology of ale 
holism is disputable and that there is little 
evidence which would overwhelmingly suf 
port one mode of approaching the prob 
lem as compared with others, it is no! 
surprising that confusion exists at the lo 
level. In our present state of knowledge 
it seems that what the community 
most is some evidence that someone © 
about the alcoholic and is willing to b% 
him. It is here that advocates of a PY 
gram can come together instead of battling 
over technical issues. s 

At the crux of the debate lies the issu! 
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as to whether alcoholism is a “disease.” It 
is fashionable for psychiatric and other 
therapeutic personnel to sce the alcoholic 
as suffering from a “disease like any other 
disease.” This notion has been promul- 
gated by many committees concerned with 
the problem. But it is also clear to many 
people in the community that the alcoholic 
is very different from other “disease” 
sufferers. He becomes a greater nuisance 
and is often more offensive. Thus the de- 
bate as to whether alcoholism is a disease 
takes precedence over the more important 
issue of what the community is going to 
do to help the alcoholic. The judge, for 
ample, who advocates a reforestation 
amp feels that the alcoholic is not men- 
tally ill and does not belong in a mental 
facility. He and a local psychiatrist in- 
terested in alcoholics were sidetracked into 
‘public debate on this issue. 

Psychiatric personnel have also placed 
themselves in an untenable position here. 
Alter arguing strongly that the alcoholic 
is suffering from a mental illness, they (as 
à professional group) have either ignored 
0r rejected alcoholics who find themselves 
in mental hospitals. Thus, having defined 


the alcoholic as suffering from a mental 
disease, they then insist that they cannot 
Work with him since they are geared to 


eating the mentally ill, not alcoholics. 
The issue is further compounded by the 
holic himself, who dislikes the concept 
the is suffering from a “mental disease.” 
troducing the issue within the “disease” 
| ee therefore, is highly dysfunc- 
Beni It stirs controversy, it breeds resent- 


ami . 
little t ong many groups and it does 


4 9 facilitate the real issue—what can 
~~ Ommunity do to help the alcoholic? 


The Alcoholic 


a Problem is further complicated by 
Coholic, who often refuses to recognize 
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what is so obvious to others. He is unco- 
operative in attempts to help him, thus 
infuriating judges and creating resentment 
among psychiatrists and other therapeutic 
personnel, In return, the latter retreat to 
the usual defense: that the alcoholic is 
hopeless and that efforts wasted on him re- 
sult in neglect of people who need and 
want help. Part of the difficulty results 
from the frame of reference the alcoholic 
is forced to assume in the treatment proc- 
ess. Attempts to force the alcoholic to 
accept the “disease” definition often alien- 
ate him, making rehabilitation impossible. 
Many social studies concerned with the 
etiology of alcoholism suggest various ap- 
proaches that do not entirely depend on 
intra-psychic dynamics. Approaches em- 
phasizing organizational influences and at- 
titude change do not make an issue of the 
dependency relationship which constitutes 
a problem common to alcoholics. 

Finally—but not least important—the 
alcoholic does not evoke sympathy in 
others. He tends to infuriate, disgust and 
disturb them, This makes it even more 
difficult to achieve community support, ac- 
tion and willingness to appropriate funds 
for a program for alcoholics. But the 
issues are not separate. If the proponents 
of such a program could unite on their 
common ideas and avoid concepts like the 
“disease” notion which stir up controversy 
and disagreements, the probability of 
achieving cooperation from alcoholic pa- 
tients and various private rehabilitation 
groups is likely to increase. 


SOME PROPOSALS 


1. Commitment. We have already noted 
the lack of a true “voluntary” admission 
procedure, Although involuntary commit- 
ment may be necessary in some cases, it 
is better to encourage true voluntary ad- 
mission which engenders personal involve- 
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ment on the part of the alcoholic. A 
facility should be established, therefore, 
which services alcoholics who show by 
various “tests of involvement” that they 
are sincerely interested in cooperating in 
the rehabilitation process.1 The procedure 
should be similar to voluntary admission 
for mental patients. The alcoholic should 
have the right to terminate treatment by 
written request. One of the greatest prob- 
lems in rehabilitation attempts with the 
alcoholic is his unwillingness to cooperate 
in such attempts. Lack of cooperation is 
exacerbated by coercion and simulated 
“voluntary” proceedings. Allowing the al- 
coholic to leave the hospital on request 
(similar to voluntary mental patients) 
would eliminate the notion of “doing 
time,” and tests of involvement in the 
treatment process prior to entry would 
serve as a rough screening device in keep- 
ing out those who show no interest in 
rehabilitation and who would be likely to 
disrupt the program. While there is no 
guarantee of success, a positive approach 
(if for no other reason than that it con- 
veys a sense of hope) has some constructive 
potential. 

2. The State Hospital. The situation 
as it now stands is one in which alcoholics 
are regarded as suffering from an emotional 
illness, mixed with mental patients and 
then ignored. Aside from the theoretical 
psychiatric reasons for mixing alcoholics 
with mental patients, it has been suggested 
that since no one wants to work with alco- 
holies, by dispersing them the staffing prob- 
lem is avoided. Good reasons exist for 
segregating alcoholics. When dispersed, 


{Since the completion of the study, the adminis- 
trators of the hospital concerned applied for a 
grant to establish a program for the rehabilitation 
of alcoholics. The application proposes the segre- 
gation of alcoholics and a program tailored to their 
special problems, 
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they are resented and receive little care a 
compared with the mentally ill, who are 
generally more docile. By placing alo 
holics together, an organized program can 
be developed at no more cost than in the 
present nonsegregated situation. Dispersal 
makes the establishment of a coherent pro 
gram difficult. If alcoholics do not evoke 
sympathy, the probability of their getting 
sympathetic care on some wards from stall 
(who show special interest in the alcoholism 
program) is infinitely greater than on the 
typical ward. While it is understood that 
many persons do not wish to work with 
alcoholics, finding adequate staff who ut 
derstand their special problems for a few 
wards is a more realistic task than attempt 
ing to develop sympathetic attitudes among 
all staff.t 

3. Activities. Voluntary activities should 
be emphasized as much as possible. Force 
participation at lectures and films is ! 
mockery of rehabilitation attempts. Al 
though coercion is always more simpl 
than suasion, the latter holds much greate 
potentiality for rehabilitation. 

4. Efforts Toward a Program. Person 
interested in a program for alcohol rehabil 
tation should develop points of consensi: 
Theoretical issues which have no dite 
relationship to desired action should b 
avoided. Discussion should be structul® 
in terms of the kinds of things to be ® 
complished in the early stages of a P" 
gram. Proposals should be as specific ' 
possible but need not deal with difu 
theoretical issues unrelated to establishi 
such a facility. Achievement of a prog"? 
will depend on advocates uniting their § 
forts and enlisting the support of othe 
without threatening controversy ant 
pleasantness. Discussions of treatment P 
losophy at this stage have little point sin 
the administration of a program will larg? 
depend on decisions about staffing an 
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persons attracted to such positions. The 
early emphasis should be directed to the 
more general humanitarian goals rather 
- than specific concepts of the nature of al- 
coholism on which there is little agreement. 


SUMMARY 

The study was concerned with the repeated 
failure of a community to provide a facility 
or program for the rehabilitation of alco- 
holics although influential persons have 
worked towards this end for several years 
and although there is wide agreement that 
something should be done. Persons in- 
volyed in the disposition of alcoholics and 
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those active in working for a facility were 
interviewed (judges, psychiatrists, police, 
welfare and institutional personnel and so 
on) and many reports and records were ex- 
amined. Among the reasons posed for the 
failure to achieve a program were disputes 
among proponents as to the nature of alco- 
holism, an inability to work together and 
the difficulties in treating alcoholic pa- 
tients. Various suggestions are offered for 
improved rehabilitation attempts, 
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and Curry ù, for example, have found that 
children from lower class families are vi 
siderably more deficient in language skills 
and cognitive development than middle 
class youngsters. - 
One family characteristic related to socal 
class which has received extensive study Ë 
maternal employment * 1. 21, Althougt 
it is often assumed that children of working 
mothers perform more poorly in schi 
than children of nonworking mothers, f 
studies have clearly validated this assump 
tion. Indeed, as Sussman ?? pointed out, 
the important variables appear to be the 
mother’s motives for working and her atti 
tudes both about the child and the school 
rather than the fact of her employment 
In research focused specifically on par 
ental attitudes, Armstrong? and Morro" 
and Wilson 18 showed that negative Pa 
rental attitudes toward school were Be 
to children’s poor academic performan 
Gildea, Glidewell and Kantor! four 
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that such parental attitudes were class- 
related, with middle class parents asserting 
demands for individual success more often 
than working class parents. 

The quality of interpersonal relations 
Within the family is a related factor influ- 
encing pupil classroom adjustment. In a 
study of families including adults living in 
the home in addition to the parents, Clark 
and Van Sommers‘ found that unsatis- 
factory relations among the adults in the 
“family contributed to poor relations be- 

een parents and children, to contradic- 
tery demands on the children, to with- 
drawal of the father from family activities, 
and to subsequent maladjustment of the 
dhildren in school. This latter finding was 
Supported also by Morrow and Wilson 18 
and Easton ®, who established an associa- 
tion between dissident parent-child rela- 
tionships and low school achievement. 
| One of three explanations is usually pre- 
snted for findings which show a relation 
tween family characteristics and pupil 
ental health in the classroom. The first 
= phasizes the material environment in the 
tome, As Hunt! and others have 
ted out, a varied environment and a 
ty of stimuli during early development, 
ditions more likely to be found in 
udd € class than in lower class homes, are 
Mucive to higher utilization of a child’s 
ectual potential than impoverished 
» monotonous environments. 
| A second and more social psychological 
planation emphasizes the lack of orienta- 
o to education of lower class parents and 
a Continuity between the values and re- 
ments of the lower class family and 
“mands and expectations of the school. 
&xplanation is supported by Bertrand 2, 
argued that when the values of the 
Y and the school are contradictory, the 
n have little incentive for school 
‘ment. When the values of home 
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and school are harmonious, however, 
achievement in school leads to recognition 
and praise at home. Such supportive ex- 
periences in the home increase both a child's 
academic motivation and his classroom 
mental health by building positive attitudes 
toward school, which, in turn, lead to fuller 
utilization of his intellectual potential. 

A third explanation, supported by Serot 
and Teevan* and complementary to the 
second, is that general parental affective 
support of the child and of his role as a 
pupil, when these positive attitudes are 
perceived by the child, help him to develop 
both a high level of personal esteem and 
positive attitudes toward school. ‘These 
positive feelings, in turn, facilitate the 
child's utilizing his abilities at a high level, 
and his better performance in school fur- 
ther enhances his self-evaluation and feel- 
ings about school. 

In further development of the third ex- 
planation, we postulate a circular process 
between the parents’ attitudes toward school 
and their child's achievement efforts in 
school, mediated by the child's perception 
of his parents’ attitudes. We assume that 
in most cases a child learns his initial atti- 
tudes toward school from his parents, and 
that these attitudes have their roots in the 
parents’ social class, personal background, 
and day-to-day interaction with each other. 
Parents’ attitudes about school are also in- 
fluenced to some degree by their child's first _ 
reactions to school and his early perform- 
ance in the classroom. Sometimes, for in- 
stance, a child’s success in school reflects 
credit on the parents, making them feel 
more positive toward school, and these feel- 
ings may be reflected in the child’s percep- 
tion of his parents’ attitudes. 

On the other hand, a child’s lack of im- 
mediate success in school, particularly for 
those parents who are not academically ori- 
ented in the first place, could result in the 
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parents feeling increasingly more negative 
toward the school, and also toward the child 
as a pupil. This is especially true of par- 
ents whose own school experiences were 
unpleasant. In any case, a stable relation- 
ship develops between parents and child 
with the parents’ attitudes and conceptions 
about school dovetailing with the child's. 
In this way a child's school adjustment is 
influenced by his parents. 

Although parental attitudes toward school 
are important, the child’s perception of 
these attitudes is more crucial for his be- 
havior as a pupil than the attitudes them- 
selves. Of particular relevance here is the 
work of Serot and Teevan*, which indi- 
cated that a child’s personal adjustment is 
related to his perception of his relationship 
with his parents, that the child’s perception 
of this relationship is not necessarily related 
to his parents’ conception of that same 
relationship, and that the parents’ concep- 
tion of the parent-child relationship is often 
unrelated to the child’s adjustment. The 
intervening variable, a pupil's perception of 
his parents’ attitudes toward school, is the 
focus of the research reported here. 


METHODS 

The data reported in this study came from 
27 public school classrooms, drawn from a 
pool of rural, industrial, suburban and uni- 
versity communities in the Middle West. 
These classrooms, with a total of 727 pupils, 
included 18 elementary, 4 junior high, and 
5 senior high school groups. The fathers’ 
occupations for the pupils in the sample 
differed significantly from classroom to 
classroom, For instance, in one classroom 
90 per cent of the fathers were professional 
while in another, 97 per cent were classified 
as unskilled. The racial composition ranged 
from predominantly Negro in two classes 
to all Caucasian in others, with an over-all 
total of 10 per cent non-white. 


Data for three family characteristics 
derived from a short information form, 
Familial Social Class. Occupation of 
father was used to assess the social d 
background of a pupil's family. Oca 
tions were identified by three questions 
swered by the pupils, i.e., “Where does yo 
father work?” “What is the name or title 
his job?” and “What exactly does he do 
the job?” Occupations were coded on W 
basis of a modified census classification, 
for purposes of this analysis were groupa 
into three social classes as follows: (a) upp 
middle class, consisting of upper pre 
sional and upper white-collar occupatio 
categories (26 per cent); (b) lower midd 
class, consisting of lowe: white-collar a 
skilled workers (47 per cent); and (c) we 
ing class, including the semiskilled and 
skilled categories (27 per cent). 
Parental Education. Information reg 
ing educational attainment of parents 
obtained from a multiple choice questio 
“How far did your father (mother) g9 
school?” For father's education, U 
sample was equally divided between col 
graduates and those who had not finisht 
high school (25 per cent in each catego} 
with 31 per cent who had completed hi 
school, a few of whom had, in additio 
some college work. The pattern 
mothers was similar, except that there 
more falling in the middle category (40 B 
cent) and fewer in the lower category © 
per cent) Many pupils (19 per 
answered “Don’t know” with regard on 
father’s education and 17 per cent with 
gard to their mother’s. s 
Maternal Employment. Each pupil w 
asked whether his mother was employ% 
and if so, whether she worked full or P 
time. 
` Two classroom variables were obtaiiā 
as indicated below. e 
Peer Interpersonal Affective Relatio 
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Every pupil nominated four classmates he 
liked most and four he liked least. A pupil 
was awarded one acceptance score for each 
positive nomination. Pupils in each class 
were rank-ordered according to their ac 
ceptance scores. This distribution was 
wed in designating high, medium and low 
satus pupils on the “popularity” dimen- 


Utilization of Abilities. Each class was 
split at the median into a high intelligence 
and a low intelligence group by scores from 
Mandard intelligence tests. The teacher 
then divided each of these groups into high 
achieving and low achieving subgroups. 
Thus, the class was divided into four abil- 
ity—achievement groups: high ability— 
high achievement, high  ability—low 
achievement, low ability—high achieve- 
ment, and low ability—low achievement. 

The two high achieving groups were con- 
sidered to be utilizing their abilities more 
completely and were designated “high 
utilizers,” while the two low achieving 
groups were considered to be “low utilizers.” 
This ability-achievement measure, as in- 
dicated by the way each class was divided, 
Fepresented the pupil's relative position in 
his class, not his ability or achievement in 
telation to all pupils of a particular age or 

A comparison of the I.Q. scores for 
the total sample yielded no significant dif- 
ference betweeri high and low  utilizers; 
©. LQ. mean for the “high utilizers” was 
10938, while that for the “low utilizers” 
Was 109.00, 

A sentence completion test, prepared for 

‘research, provided data for three pupil 
Perceptual variables, ‘The test as a whole 
nsisted of 46 sentence stems, relating to 
«cnt aspects of the child’s life. Two 

Were developed from clusters of 

and two stems were used individ- 


Self-Esteem, An index of the pupil's 
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attitude toward himself was based on three 
sentence completion items, each of which 
was rated on a seven-point scale, according 
to its degree of positiveness. The mean of 
the three ratings provided a “self-esteem 
index.” * Following are the three sentence 
stems, with a few typical responses showing 
high and low self-esteem. 


High self-esteem: 


“When I look in the mirror, I 
like what I see... 
feel happy... 
am pretty well satisfied with what 1 
see” 
“Sometimes I think I am 
very smart... 
lucky to have such a nice family . . . 
quite mature for my age.” 


1The authors are indebted to Leslie F. Malpas 
and Forrest B. Tyler #* for 
the coding and scoring principles used. 
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that cach item is contributing in its own right to 
the total index, Analysis of rater reliability indi- 
cated at least 95 per cent agreement for high-low 
scoring for each index. On the qualitative coding 
for the parental support index, with a total of 27 
categories, there was 84 per cent agreement between 
two raters. 


8 The self-esteem index was consistent with a dif- 
ferent kind of self-evaluation. On an attitude 
questionnaire pupils were asked to rate each of 
their classmates and themselves on a nine-point 
scale, ranging from “a person who has only things 
about him you like” to “a person who has only 
things about him you don’t like.” A chi-square 
analysis showed an association between the self- 
evaluation on this nine-point scale and the self- 
esteem index based on the three sentence com- 
pletion stems (p<.001). 
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“When I look at other boys and girls and 
then look at myself, I feel 
glad I'm what lam... 
good because I have so many friends... 
right at home.” 

Low self-esteem: 

“When I look in the mirror, I 
am disgusted with my appearance . . . 
wonder how anyone could love me... 
don't like what I see.” 

“Sometimes I think I am 
not wanted in school because no one 

wants to work or play with me... 

the only one in the family they hate... 
left out of things.” 

“When I look at other boys and girls and 
then look at myself, I feel 
that I’m not wanted around this 


that I’m an ugly creep...” 
It is generally recognized that positive atti- 


tudes toward the self are an important 
aspect of mental health. An inspection 
of the above responses bears this out. 
School Adjustment. A similar method 
was used to compute a “school adjustment 
index,” which was based on the five 
sentence completion stems shown below. 
For each stem, examples are given to show 
what was rated as high and as low school 


a chance to learn what you need to 
know... 


very important.” 
> “Homework is 
important to do.” ngs 
Pr. 


“Learning out of books is 
fun and I learn a lot... 
the easiest part of school.” 

“This school 
is my idea of a good school... 
is one I like a lot.” 


Low school adjustment: 
“My schoolwork 
is very dull and boring . . . 
is not important because I'm q 
school.” 
“Studying is 
too hard... 
a waste of time.” 
“Homework is 
something I hate... 
stupid.” 
“Learning out of books is 
not a good way to learn... 
for the birds.” 
“This school 
isawful... 
is pretty bad—I hate it.” 


Pupil Perceptions of Parental At 
Toward School. A measurement OF 
pupil’s perception of each of his p 
attitudes toward school was obtaine 
the following two sentence complet 
stems: 


“When I talk about 
mother ..... 4 
“When I talk about schoo 


dealing with other subject matter 
sponses were rated on a seven-point | 
ranging from strong approval, af 
port, and interest in what the pupil 
say about school (“is proud of me, 
I'm doing fine,” “enjoys hearing 
school”), to strong disapproval or ne 
affect (“makes wise-cracks about 
“says the school isn’t any good,” “wal 


t quit school”). The coding of responses 
aho included certain qualitative aspects. 
Supportive answers were divided into ap- 
proval or affective support, active help with 
«hoolwork, and achievement emphasis. 
On the nonsupportive side, categories such 
as lack of interest, threat, and lack of under- 
sanding were used. When an hypothesis 
telers to “parents” rather than to mother 
or father, an average of the two measure- 
ments is used. 


RESULTS 

Family Characteristics. The clearest dif- 
| ference found in this study was associated 
with the parents’ educational level. Parents 
who were scen as supportive of school by 
their children had more formal education 
than those seen as indifferent or non- 
Mpportive (p<.01 for fathers and p<.005 
for mothers). Among the highly supportive 
fathers, 39 per cent were college graduates, 
miny with additional graduate work. 
Among the nonsupportive fathers, only 23 
pe cent had this degree of educational 
€tiinment. In contrast to this, among the 
| thers who failed to finish high school, 37 
| Pet cent were seen as not supportive, and 
& per cent as supportive, Looking at the 
| Most educated fathers as a group, 55 per 
fmt were seen as highly supportive and 

“ly 16 per cent as not supportive. 
The Tesults were even more significant 
relation to mothers. Among the highly 
“pportive mothers, 32 per cent were college 
i Faduates and 17 per cent had not com- 
“high school. Among the nonsup- 
iy mothers, on the other hand, 34 per 
had not completed high school and 
wily 21 per cent had graduated from col- 
king at the most educated mothers 
group, 61 per cent of them were seen 
their children as highly supportive of 
» and only 11 per cent as non- 


by 
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Despite the clear amociation between a 
pupil's perception of his parent's interest 
in school and that parent's educational 
level, no statistically significant relationship 
was found in our sample between the 
father’s occupational status and the pupil's 
perception of his parents’ interest in school. 
There was, however, a trend suggesting that 
parents in the upper middle class tended to 
be more supportive of school than parents 
in the lower middle and working occupa- 
tional categories. The data showed that 58 
per cent of the upper middle class parents 
were viewed as being highly supportive of 
school, while only 47 per cent and 48 per 
cent of the parents in the lower middle and 
working classes respectively were perceived 
as highly supportive. 

Further, children of mothers who work 
full-time were likely to see their mothers as 


sample and did not account for this result. 
These results, in summary, indicate that 
maternal education and employment, 
though not father’s occupation, are asso- 
ciated with the child's perceptions of 
parental attitudes toward school. 

Pupil Age and Sex. Age and sex have 
been shown to have a bearing on children’s 
parental perceptions. Kohn and Fiedler 16, 
for example, reported that younger 
pupils differentiated between others less 
than older pupils, and females were some- 
what more positive than males in their per- 
ceptions of others. Kagan ’* and asso- 
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ciates*** made rather extensive studies 
of children’s perceptions of parental attri- 
butes. None of the attributes studied was 
related directly to attitudes toward school, 
but the results showed that boys viewed 
their parents somewhat differently than 
girls, 

Our data indicated that younger pupils 
perceived their parents as supporting aca- 
demic striving more than older pupils. 
There was clearly an inverse relationship 
between a pupil's age and his perception 
of positive parental support of school 
(p<.005). The data showed that over 56 
per cent of the elementary level pupils in 
the sample indicated very positive parental 
support of school, while only 38 per cent of 
the senior high school pupils indicated 
such support. In both the neutral and the 
nonsupportive categories, on the other 
hand, there was an increasing percentage 
as one ascended the educational ladder. 

Chi-square analysis of the data indicated 
that sex of pupil and strength of perceived 
oe support of school were not re- 


Types of Perceived Parental Support of 
School. The data reported above all relate 
to quantitative aspects, or the strength of 
perceived parental support. Some differ- 
ences were found also on the qualitative 
side. Three general types of pupil per- 
ceptions of parental attitudes toward school 
were isolated: (a) affective support and ap- 
proval; e.g., “is proud of me,” “thinks I'm 
doing well,” “is pleased with my school 
work; ” (b) offer of help and active sup- 
port; e.g., “wants to help me,” “asks ques- 
tions and tries to help me,” “wants to know 
and help,” and (c) emphasis on academic 
achievement; e.g., “wants me to do my very 
best,” “wants me to learn more,” “wants 
me to stay in school and get a diploma.” 

In an analysis of these data, four findings 
emerged. 
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1. Mothers and fathers did not 4 
significantly in the type of suppor 
pupils viewed each as offering. 

2. Lower middle class pupils, both 
and girls, perceived more affective 
and approval from both parents 
upper middle and working class pup 

8. Upper middle class pupils, pi 
girls, perceived more parental helpi 
active support than working class pup 
who in turn perceived more than 
middle class pupils. 

4. Boys perceived more parental 
demic achievement pressure than 
Furthermore, boys in the workin 
lower middle classes perceived more pi 
tal achievement pressure than boys | 
upper middle class. 4 

Self-Esteem, School Adjustment 
Classroom Performance. The data 
ally indicated that pupils who viewed! 
parents as actively interested and supp 
of what they were doing in school m 
more positive psychological adjustmet 
school than pupils who saw their parë 
less supportive. First, pupils who pë 
their parents as holding supportive 
tudes toward their school life felt 
positive about themselves than pupils 
perceived less parental support. 
for parental support of school and 
esteem showed that pupils who 
their parents as supporting school hadi 


positive self-feelings than pupils 
viewed less parental support of § 
(p<.008). 


Secondly, pupils who perceived 
parents as holding supportive attit 
toward their school life felt more P® 
about school than pupils who pere 
less parental support. Seventy-sevell 
cent of the pupils perceiving very 
parental support had positive atii 
toward school, whereas only 6 per © 
the pupils with highly supportive pal 
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had negative attitudes toward school. When 
the pupils with positive attitudes toward 
shool are viewed as a group, it will be seen 
that 57 per cent saw their parents as highly 
supportive, whereas only 9 per cent saw 
their parents as nonsupportive. 

Finally, pupils who perceived their 
parents as holding supportive attitudes 
toward their school life utilized their 
abilities more completely than pupils who 
perceived less parental support. The data 
confirm this statement for elementary 
pupils (p<.025) and for junior high school 
pupils (p<.05), but not for those in tenth 
through twelfth grades. Generally speak- 
ing, the younger the pupil, the more im- 
pact his perception of parental support of 
school has on his classroom performance. 
This finding is consistent with those of 
Coleman® and others which show the 
greater impact of the peer group and re- 
duced influence of the parents during 
adolescence. 

About 53 per cent of the elementary 
pupils with very supportive parents were 
utilizing their abilities quite adequately. 
Over 62 per cent of those elementary pupils 
with nonsupportive parents, on the other 
hand, were utilizing their abilities at a low 
level. In the junior high, 70 per cent of 
those pupils who perceived their parents 
as nonsupportive of school were low uti- 

There was some trend for this to 
be the case in senior high also, but the chi- 
"el analysis did not reach a high enough 
Evel to be significant. 

Nevertheless, 59 per cent of senior high 
Pupils who perceived their parents as not 
cated school were underutilizing 
ea. abilities. Since the high and low 
i. in the sample were equal in In- 

gence, these results point to the im- 
Portant associations between (a) a pupil’s 
a of his parents’ support of school 

» and (b) a pupil’s attitudes toward self 
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and school as well as his academic achieve- 
ment. 

Perhaps some examples taken from our 
data will help make these findings more 
concrete. Consider, for instance, this 
fourth-grade boy who saw his parents as 
unsupportive of school. When presented 
with the incomplete sentence, “When I talk 
about school, my father,” he answered, 
“doesn’t like it.” For his mother, he wrote, 
“Says I am doing bad.” He had an LQ. 
of about 106 which was rather high accord- 
ing to the ability range of this particular 
class. However, his teacher said he was 
achieving at quite a low level. Further- 
more, he manifested a very negative attitude 
toward himself and rather negative feelings 
toward school. He filled out the self items 
in the following ways: “Sometimes I think 
Lam nuts,” “When I look at other boys and 
girls and then look at myself I feel like a 
smart aleck,” “When I look in the mirror, 
I see a bad boy.” On another self-related 
incomplete sentence, he wrote, “When I am 
by myself I feel stupid.” 

On some of the incomplete sentences for 
assessing his attitudes toward school, he 
answered: “My schoolwork is hard,” “Study- 
ing is not easy,” “Homework is stupid,” 
“Learning out of books is dum” (sic). 

This boy had a few friends his own age, 
but by and large he appeared to be isolated 
from his peers. His life as a pupil was not 
a happy one. His teacher saw him as a boy 
who was generally uninterested in school. 
She added that sometimes he tried hard, 
but that he was not able to concentrate for 
long periods. 

Let us contrast him with another fourth- 
grade boy who was achieving very highly 
considering his intelligence level. He had 
about as many close friends as his classmate 
described above, but showed a much dif- 
ferent pattern of perceived parental sup- 
port for school and attitudes toward school. 
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“his boy wrote: “When I talk about school, 
ay father likes to know what I have done 
n school,” and“... my mother listens very 
srefully.” On another item he wrote, “A 
ather is nice when J talk about school,” in- 
icating again his perception that his 
ather was very supportive of him as a 
upil. 

In revealing his attitudes toward school, 
e answered: “Studying is fun,” “Home- 
ork is fun when it is easy,” “This school 
; nice.” He also viewed his teacher as re- 
ecting general satisfaction with his be- 
avior as a pupil, writing: “My teacher 
hinks I am nice most of the time.” 

Consider a third pupil, this one a fifth- 
rade girl, who perceived her parents as 
cing very supportive of her academic be- 
avior. She answered, “When I talk about 
hool, my father likes me to talk about 
chool,” and “. . . my mother wants to 
now about it.” She had an LQ. of 100 
hich was low according to the ability 
ange of this particular class, but she was 
chieving at quite a high level. Further- 
nore, her score on the self-esteem index was 
ery positive. She filled out the self items 
s follows: “Sometimes I think I am pretty 
ood,” “When I look at other boys and 
irls and then look at myself, I feel that I 
ike me and the others.” “When I look in 
he mirror, I feel that I look OK.” About 
chool she wrote, “This school is nice,” and 
‘Studying is fun most of the time.” 

Finally, contrast this pupil with a fifth- 
rade girl who viewed her parents as being 
ery unsupportive of school. She wrote, 
‘When I talk about school, my father gets 
mad,” and“... my mother says how many 
bad things do you do in school?’ Even 
though her I.Q. score was average for her 
class, she was achieving at a very low level. 
Her negative attitude toward herself was 
revealed in the following responses: “Some- 
times I think I am really dumb,” “When I 
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look at other boys and girls and then look 
at myself, I feel that they are more pretty 
and smart,” “When I look in the mirror, I 
think how I can change myself.” 

Sociometric Status in the Peer Group, 
The results indicated that sociometric 
status in the peer group and perceived 
parental support of school were unrelated, 
but, when taken together, were powerful 
predictors of a pupil's classroom perform 
ance, 

The data indicate that at three levels of 
perceived parental support, very supportive, 
moderately supportive, and nonsupportive, 
sociometric liking status in the peer group 
was positively associated with utilization of 
abilities. In the very supportive condition, 
for instance, 65 per cent of the pupils with 
high liking status were high utilizers, 58 
per cent with medium liking status were 
high utilizers, and only 37 per cent with 
low liking status were high utilizes 
(p<.001). 

Conversely, pupils with moderate parem 
tal support and low sociometric position 
were utilizing their abilities at a low level 
in 60 per cent of the cases, Fewer than 54 
per cent of the pupils with moderate home 
support and medium peer group status were 
low utilizers, while only 38 per cent of the 
pupils with moderate parental support # 
high peer group status were low utilizers 
Finally, it appeared that even in the noi- 
supportive home conditions, there was A 
trend, though not significant, for pupils 
with high liking status in the peer group 
to be higher utilizers of their abilities than 
those with lower status (p<.10). The re 
sults suggest that peer support may * 
as a substitute source of personal gratifica- 
tion, especially as the pupil grows older. 


IMPLICATIONS FOR TEACHERS 


If the direction of causality postulated in 
our introduction is correct, the findings ™ 


d here show how important it is for 
dren to feel that their parents are in- 
d in and supportive of their school 
f In our sample, such feelings are asso- 
ed with favorable classroom perform- 
ike, positive attitudes toward school, and 
talthy level of self-esteem. This implies 
administrators and teachers should try 
$ increase every pupil's chance to obtain 
ental support by attempting actively to 
tate parents in the significant role they 
in the life of a child in school. 
The problem of working with parents is 
omplex one, beyond the scope of this 
h. The following ideas, however, 
est a few things that might be done. 
is the job of obtaining information 
ut the home. Some states have records 
Pertinent home information about each 
"pil which are easily accessible to the 
cher. A teacher may want to secure ad- 
nal information. Some teachers, in 
* context of getting acquainted with a 
Bew class, ask pupils to fill out question- 
lifes covering family background in- 
tion. Sentence completion stems such 
Ose used in this research are also use- 
Institutional means available to 
Mers, such as parent-teacher associations 
it the services of visiting teachers should 
Sused as fully as possible. Occasionally, 
“teacher himself may make a home visit, 
; R conference with one of the parents, 
‘Bet a better idea of the home life of the 
pi Whatever information gathering 
d diagnostic techniques are employed, it 
».,)ttant for the teacher to get some 
Ad idea early in the year about the 
of affairs in each of his pupils’ homes. 
the information about a home suggests 
m some changes are desirable, the teacher 
x able to establish a positive enough 
mp with the parents so that 
A Conferences and visits he will be 
€lp them assume more supportive 
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roles in relation to their child's school life. 

Through meetings with groups of 
parents, too, teachers can engage parents 
in discussions of how they treat their chil- 
dren in relation to school, make suggestions 
about alternative actions, and gain some 
commitment to action by setting up a 
later date for evaluation and discussion. A 
teacher might, for instance, attempt to en- 
hance parental support by discussing in- 
dividual differences, An understanding of 
differences among pupils relative to sex, 
cultural background, abilities and interests 
increases the opportunity for parents to be 
more accepting and tolerant of their chil- 
dren. In addition to producing greater 
acceptance of their own child as a pupil, a 
family standard of acceptance of differences 
may emerge from trying out new ways of 
relating to the child. 

Approaches such as these have proved 
successful in changing behavior and atti- 
tudes. Teachers often find parents eager 
for information and guidance because their 
lack of support stems primarily from their 
failure to understand child behavior. In 
some parents, however, negative feelings 
toward the child and toward school are 
deep-rooted, and even a highly skilled 
teacher may be unable to enlist co-opera- 
tion. Perhaps such parents should be re- 
ferred to a visiting teacher who could try 
to understand and alleviate the nonsup- 
portive attitudes. In such work, both 
teacher and visiting teacher must be careful 
not to put further pressures and strains on 
what may be already a difficult home situ- 
ation. 

The finding that the parents who are less 
supportive of their children’s school life 
have less education on the whole than the 
more supportive parents suggests that at 
times the problem is one which spans the 
generations. In some parents, the mere 
mention of school brings out their own 
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feelings of frustration and failure, and the 
personal threat aroused by any approach 
from the teacher may be so strong that little 
can be done to gain their co-operation. 

Other parents may lack the skill needed 
to communicate an attitude of support for 
either the educational institution or their 
child’s academic efforts. Children in such 
families are suffering because their parents 
have not received adequate preparation for 
the complex task of child-rearing in an in- 
creasingly industrialized society. Family 
life education on a large scale is needed. 
Parent-teacher conferences alone cannot 
supply the background necessary to under- 
stand child behavior. Programs of family 
life and child development education must 
become more easily available to parents, 
and mental health consultants and social 
workers should be more accessible for 
parent consultation. Sometimes family 
counseling is in order, especially where 
pupil maladjustment in school is sympto- 
matic of family strains and conflicts. 

Despite the relationship between parental 
attitudes and pupil school adjustment, 
there are many pupils who do not follow 
this pattern, pupils who like school and do 
well in school despite lack of support at 
home for their school endeavors. Many 
such cases can be attributed to positive 
child-teacher relationships. The teacher’s 
own feelings about and behavior toward 
individual pupils can go a long way toward 
making school a place where security and 
respect are found. Thus, it is possible 
that a child’s desire for personal worth, al- 
though threatened by nonsupportive 
parents, may find some opportunity for ful- 
fillment in the classroom. 

The teacher can also help the child 
achieve some insight into the behavior of 
his parents. Informally, in his day-to-day 
relations with pupils, and formally through 
the social science curriculum, the teacher 
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can stimulate pupils to think about the 
reasons for behavior in general and parental 
behavior in particular. Through human 
relations skills gained in the classroom, the 
pupil can be helped to handle his own 
family situation better. 


SUMMARY 


This study substantiates the general propo 
sition that family characteristics and living 
styles are related to a child’s perception of 
his parents’ attitudes toward school. Specifi- 
cally, parents who are seen as supportive of 
school life have more formal education than 
those who are indifferent or nonsupportive. 
Also, children of mothers who work full 
time see their mothers as less supportive 
than do other children. Younger pupils 
view their parents as supporting their 
school life more than older pupils. 
Three types of pupil perceptions of 
parental attitudes toward school at 
isolated: (a) affective support and approval 
(b) help and active support, and (c) ace 
demic achievement pressure. These three 
types of perceived support are differentially 
related to the familial social class and s% 
of the pupils. ; 
This research shows further that pupils 
who perceive their parents as holding sr 
portive attitudes toward their school life 
utilize their abilities more fully and Ei 
a more positive psychological adjustmen 
to school than pupils who perceive ess 
parental support. Indices for parental ee 
port of school, self-esteem, and school ji 
justment show that pupils who view k- 
parents as supporting school have hieni 
self-esteem and more positive ariig 7 
toward school than pupils who view E 
parental support of school. Finally, oe 
ometric status in the peer group and si 
perception of parental support of scho es 
taken together, predict a pupil’s utili 
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tion of his abilities better than one of these 
alone. 

The paper concludes with some sugges- 
tions for teachers. 
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MARY A. SARVIS, M.D. 


Evil self-image: A common 
denominator in learning problems 


The thesis of this paper will be that evil 
self-image is a common denominator in 
various learning problems of diverse eti- 
ology. Three categories of learning prob- 
lems will be discussed and then the con- 
sequent evil self-image and the necessity of 
counteracting it from both psychiatric and 
educational points of view will be briefly 
summarized, 

The learning problems which will be 
discussed are: (1) classical neurotic learn- 
ing disturbances, (2) learning problems of 
the lower-class or “culturally deprived” 
child, and (3) the diagnosis and manage- 
ment of learning disturbances in neuro- 
logically handicapped children. 


a EE eee oe eee 
Dr. Sarvis is psychiatric consultant to the Oakland, 
Calif, Public Schools, and lecturer in the School 
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(1) Classical neurotic disturbances 

This category of learning problem needs 
to be mentioned only briefly. It is th 
category most emphasized in the psych 
analytic literature and its patients are mot 
often considered for psychiatric treatment 
In reading the literature, one would get the 
impression that most of these childr 
suffer from massive pre-oedipal fixations 
such as cannibalistic fantasies. Obser¥® 
tion of a large urban school populatio® 
however, suggests that the most commo® 
fixation of these neurotically dist 
learners is oedipal. The typical example 
is that of an immature boy, overattach®” 
to his mother, showing more or less €% 
dence of overt effeminacy. The extent © 
pre-oedipal “anchoring points” for thi 
oedipal problem cannot, of course, be 
out without intensive treatment, but thé 
most useful focus for both psychiatrists 
educators seems to be the oedipal fixatio™ 


Learning problems of lower-class 
iidrens 


be term “culturally deprived” repre- 
an unsatisfactory catchword for a very 
r us group of children whose 
tkerounds, for various ethnic, economic 
personal reasons, have resulted in an ed- 
fational handicap for the child. Prag- 
lly speaking, one can say that these 
tend to have lacked adequate pre- 
ading experiences (such as experience 
ih puzzles, crayons, picture books, etc.). 
- ge in their homes has tended to be 
lighly concrete and often has been rela- 
nonsyntactical. 
hey may have cither been exposed very 
to the hurly-burly of street life or 
protected from it and, thus, from con- 
& with other children and socializing 
uences. In any event, these children 
Meme to school inadequately prepared for 
inning to read or to learn from books, 
à rule, and thus represent likely candi- 
& for learning problems unless supple 
Mentary and remedial learning experiences 
offered vigorously and early. 
3) Neurologically handicapped children 
is category of learning difficulty is 
tly recognized in the case of children 
th defined cerebral palsy, convulsive 
Si i i However, 
is a large group of children with tem- 
lobe and/or limbic system disorders 
F nonlocalized (probably chemical) dis- 
bances of cerebral function whose medi- 
= Problem and consequent learning 
biem remains unrecognized. Psychia- 
and educators can make the diagnosis 
Several ways, whether or not a routine 
“ological examinaton or an electroen- 
7 ogtam is negative: 
There may be evidence of perceptual 
Peractivity, such as overly sensitive taste 
Smell, evidenced by aversion to strong 


Evil self-image and learning problems 


smells, such as perfumes, a tendency to 
smell before handling it, re 
striction of dict to bland foods, ete. 

(2) The child with this category of cem 
tral nervous system disorder may have ag- 
gressive outbursts, most typically in high 
stimulus situations and unstructured situa- 
tions, such as recess and lunch hour at 
school. Other braindamaged children, 
however, are uncertain, shy and withdrawn 
or (particularly if they and their families 
are intelligent and creative) present them- 
selves to the clinician with phobias and evi- 


in copying 
trate graphically that he knows what he 
should copy, ie., there is nothing wrong 
with his visual perception, but that he can- 
not execute it. Children say, “I know this 
is wrong but I can’t make it come out 
right.” Others complain that words jump 
around and that lines of type may become 
jumbled. A clue to visual-motor disturb- 
ance may also be found, in young children, 
in gross difficulties in spatial organization. 
Such children may place drawings very 
poorly on the page; they may write their 
names off the edge of the page, etc. From 
the educational point of view, evidence of 
yisual-motor difficulties should be a defini- 
tive guide for remedial educational meas- 
ures, regardless of medical findings. 


DISCUSSION 

Conscious or unconscious self-depreciation, 

consistently lowered self-esteem or self- 

hatred, subsumed here under the term 

evil self-image, uniformly results from any 

of these categories of learning difficulty. 
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Fourth grade is a critical cutting point in 
terms of evil self-image because at this 
time: (1) Basic skills supposedly have been 
acquired; (2) Students are expected to begin 
to make major use of the ability to general- 
ize information, draw inferences, etc.; (3) 
The teacher can no longer set the classroom 
tone in the sense of gaining lebensraum for 
a child and preventing peer criticism or 
social isolation. Whatever the genesis of 
his learning difficulty, the child by this 
time has experienced massive difficulty and 
failure in academic learning. His image 
of himself as a failure is being consolidated 
into a nascent negative identity of the kind 
which may well involve him in acting out 
or markedly withdrawn behavior in ado- 
lescence, if not before. 

Evil self-image, however, is only the first 
step in the destructive impediment to 
learning. The inevitable concomitant is 
the development of paranoid attitudes 
toward the culture, whether the original 
S tor” was a protagonist in an un- 
resolved oedipal conflict, cultural depriva- 
tion and persecution or cerebral dysfunc- 
tion. This paranoid attitude is apt to be 
expressed most openly by lower-class chil- 
dren where, as we have found in working 
with small groups, its connection with evil 
self-image is clearly seen. 

In middle-class children, the dual prob- 
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lem of evil self-image and paranoid att 
tude is more often defended by passivity, 
apathy and covertly negativistic withdrawal. 
Brain-damaged children, particularly if 
the cerebral damage occurs early, ofen de 
fend themselves against evil self-image and 
paranoid attitudes by identification with 
the aggressor, the mother or the extensions 
of the mother in terms of women in get 
eral. This, of course, leads to the danger 
of characterological effeminacy, a hazard 
also to the boys with unresolved oedipal 
attachments to their mothers. 

Acċording to the thesis presented here, 
then, it is crucial that evil self-image b 
vigorously exposed and counteracted be 
fore remedial academic skills can be sue 
cessfully introduced. This neutralization 
or counteractions of evil self-image (and 
accompanying paranoid attitudes or de 
fenses against them) can be done either ia 
formal psychiatric treatment oF in a 
ety of educational situations, depending % 
diagnosis and evaluation of the useful next 
step in terms of motivation. Among the 
educational situations, psychiatric © 
tants to schools will find that small groups 
relationship-oriented guidance work or Te 
medial situations which provide and simt 
late puppet play, role-playing and 
discussions around concrete issues May 
vide highly useful leverage. 


RS: A BOOK 


d by Lester Crow and Alice Crow 
The Macmillan Co., 1963, 580 pp. 


g to the editors who have com- 
this paperback volume from the writ- 
of a variety of educators and mental 
authorities, Mental Hygiene for 
is aimed at a practical and chal- 
g presentation of the principles of 
| hygiene which may be of value to 
$ who, through their previous 
fing and experience, have achieved 
t basic understanding of human be- 
r” 


good to see the writings of such 
ced persons as Bower, Biber, Hol- 
Menninger, Morse and Stevenson 
here. They have valuable insights 
e with teachers. The work of others, 
ly those who describe their own 
experiences and research with 
have positive meaning for teach- 
is is an area of interchange much 
by teachers. 

Teviewer felt some concern, on the 
t hand about the abundance of gener- 
=u, prescriptive articles describing the 

Ous traits of mental health con- 
essential for the effective work of 
Does it, for example, really 
teacher to be told * “Face stress and 
With poise”? It would be of more 
ing interest to learn how sustain- 
helpful teachers find some of the 
Criteria set for them by others. 
Mpilation of diversified readings 


10, from “Positive Principles of Mental 
by Harold W. Bernard. 


makes particular demands upon the edi- 
tors for clear organization. Chapter head- 
ings usually enable a reader to identify 
related groupings of specific content, espe- 
cially important when the book contains 
no index. Regrettably, this volume lacks 
such clarity of organization. For example, 
chapters entitled “Meeting Problems of 
Personal Adjustment,” “Adjustment Prob- 
lems of Individuals,” and “Factors of Mal- 
adjustment,” offer only blurred cues to 
the reader. Perhaps this can be remedied 
in future editions —Mrs. Evetyn D, Ante 
BLUM, New York University School of Edu- 
cation, New York, N. Y. 


HANDBOOK OF MEDICAL 
SOCIOLOGY 


Edited by Howard E. Freeman, 
Sol Levine and Leo G. Reeder 


Englewood Cliffs, N. Ju Prentice-Hall, Inc, 1963, 
602 pp. 


During the past 15 years an ever-increas- 
ing number of sociologists and social psy- 
chologists have interested themselves in 
various social, psychological and cultural 
aspects of health and sickness. The greatest 
number of their resulting studies, as yet, 
can be classified under two broad topics: 
medicine and public health as social in- 
stitutions, and social components of ther- 
apy and rehabilitation—particularly in the 
field of mental illness. 

The Handbook of Medical Sociology 
clearly reflects these areas of concentra- 
tion. After introductory chapters contrib- 
uted by Hugh R. Leavell, George G. 
Reader and George Rosen, three physi- 
cians who are widely conversant with social 
science undertakings, Part 1 is devoted to 
the “Sociology of Illness.” Its four articles 
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explore social and psychological factors 
in illness generally and in the chronic, ad- 
dictive and mental diseases specifically. 
Part 2, entitled “Practitioners, Patients and 
Medical Settings,” includes one paper on 
medical education, one on nursing, two on 
interpersonal relationships in therapeutic 
situations, and a discussion of practitioners 
who are peripheral to or stand outside sci- 
entific medicine. 

In Part 3 on “Sociology of Medical Care” 
emphasis shifts to how medical practice 
is organized, and how health agencies de- 
velop and interact with one another to 
constitute a health agency system serving 
the general community as well as individ- 
ual recipients. Finally, Part 4 is devoted 
to discussions of the present status of 
medical sociology, the strategy and methods 
of sociomedical research, and a bibliogra- 
phy of some 85 pages of “Social Research 
in Health and Medicine.” 

From this reviewer's point-of-view a con- 
spicuous shortcoming of the volume lies in 
the inadequate attention given to the evolv- 
ing roles and aspirations of the members 
of the health professions, other than phy- 
sicians, who are in process of becoming 
at least junior partners within therapeutic 
and public health teams. Having noted 
this severe limitation, we would agree with 
Dr. Leavell’s comment in his warm In- 
troduction that the “book draws together 
a wealth of fresh material which will be 
important to the work of physicians, nurses, 
social workers, community organizers, and 
social scientists interested in health.” 
There is something here for almost every- 
one concerned with sociological concepts 
of health and sickness. 

For those persons interested, for example, 
in a developing theory of the relationships 
social factors in sickness, Stanley H. King’s 
“Social Psychological Factors in Illness” 

| 812 


N 


may be thcir meat. Those who view 
relations between physician and patient 
constituting the crux of medicine will 
want to overlook Robert N. Wilson's 
tient-Practitioner Relationships.” 
others will enjoy the ethnographical s 
of “Health Action in Cross-Cultural 
spective,” in which Steven Polgar discu 
the procedures used by laymen and 
cialists in various cultures to prom 
health and prevent or remedy sickne 
Estuer Lucie Brown, PH.D., San 
cisco, Calif. 


TEXTBOOK OF PSYCHIATRY FOR 
MEDICAL PRACTICE 


By Charles K. Hofling, M.D. 
Philadelphia, Pa., J. B. Lippincott Co., 1963, 558 9 


This book is designed to be a basic të 
for the study of psychiatry. It represe 
the descriptive and conceptual think 
of the Cincinnati program which is 0 
of our leading psychiatric research 
teaching centers. 

The material is presented in a clinic’ 
framework with an excellent discuss 
of diagnostic procedures and inte! 
methods. The discussion of psy 
problems for general physicians (by 
Gottschalk) is excellent and concise. 
attempt is made to cover all of the P 
chiatric diagnostic and nosologic catego 
in number or in depth; however, the m@ 
frequently encountered psychiatric ©? 
tions are highlighted. The text focuses 
psychoanalytic and psychologic theory. $ 
though reference is made to specific P 
logic and social factors, there is no majo 
emphasis on these aspects of behavior. 
psychologic theories of learning are ™ 
emphasized, which is a disadvantag® © 
pecially in the chapters which relate © 
diagnosis and treatment work with © 
dren. 


The reviewer recommends this book 
positively for medical students with serious 
ieterest in psychiatry, for general residents 
is psychiatry, and for physicians who have 
teen enrolled in the popular long-term re- 
baher courses in psychiatry—Ronear L. 
Srusi, M.D., Southwestern Medi- 
æl School, University of Texas, Dallas, 
Tex. 


CASEWORK: A PSYCHOSOCIAL 
THERAPY 


By Florence Hollis 
New York, New York, Random House, 1964, 300 pp. 


The rich content of this book stems not 
only from the experience of the writer as 
teacher and practitioner, but also from a 
discriminating study of case records, a 
marshalling of authoritative opinion and 
a careful assessment of relevant findings in 
Teearch. All this furnishes a springboard 
for a dynamic discussion of treatment and 
for case examples illustrative both of theo- 
retical concepts and of practical strategy. 
= in her discussion of the theoretical 
| framework of practice, Miss Hollis offers 
an original classification which contributes 
t an understanding of the dynamics of 
‘watment. From these groupings, a blend 
of varying treatment methods may be 
hosen which relate to a wide range of 
Mariables. Through this approach, case- 
work takes on an unexpected dimension 
and receives fresh stimulation for work in 
the often neglected area of typology. 
explicit analysis of treatment pro- 
is another high spot of the book. 
© 38 a reflective discussion of the per- 
nsituation configuration. The timely 


Book Reviews 


inclusion of environmental work with the 
client well illustrates the adaptability of 
the The use of preconscious 
and unconscious material brought by the 
dient to the interviewer, is appropriately 
differentiated from other types of therapy. 
The primary emphasis of the book on 
casework with the individual client docs 
not detract from the applicability of its 
concepts, philosophy, and theory to other 
forms of treatment. However, it does have 
limitations in relation to certain current 
trends in casework such as family 
centered therapy. As it is, this book is 
a valuable resource for students, practi- 
tioners of varying levels of professional 
experience, teachers and those concerned 
with research in the field—Rum W, Haun, 
Associate Professor, Graduate School of 
Social Work, Rutgers University, New 
Brunswick, N. J. 


1965 DIRECTORY FOR 
EXCEPTIONAL CHILDREN 


Boston, Mass, Porter Sargent, Inc, 1963, 702 pp. 
($7.00) 


socially, emotionally and physically handi- 
capped children, guidance clinics, special 
facilities for epileptics, cardiacs and asth- 
matic children, and hearing clinics 
and, in general, the whole field of the 
needs of the child whose deviation from 
the norm is in a negative direction. It is 
carefully indexed and cross-indexed and 
will soon earn its shelf-space in any social 
agency, school or psychiatrist’s office — 
Joseen Zacury, Cedar Grove, Nu J: 
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and Comments 


C. M. HINCKS AND PAUL H. HOCH: 
TWO GIANTS OF MENTAL HEALTH 


In the last few months, mental health ac- 
tivities in North America have been im- 
poverished by the death of two leaders: 
C. M. Hincks and Paul Henry Hoch. 

Dr. Hincks, a 1907 graduate of the medi- 
cal school at Toronto, was for some years a 
school physician. ‘This gave him an insight 
into emotional factors in school failure 
and a realization of the need for increas- 
ing the availability of psychiatric facilities. 
His efforts led to Canada’s first psychiatric 
clinic in 1915. He came to the attention 
of Clifford Beers, who encouraged him to 
create the Canadian Mental Health As- 
sociation. He became director of that or- 
ganization and thus began a half-century 
of service to the mentally ill. In 1930 he 
accepted an invitation to head our own 
National Committee for Mental Hygiene 
(now the NAMH). Right through the De- 
pression, when our Association seemed 
likely to die of inanition, Dr. Hincks, 
wearily commuting between Toronto and 
New York, kept both organizations alive. 
Even North America was too small for 
this extraordinary man, and he soon be- 
came one of the founders of the Interna- 
tional Association for Mental Hygiene. 
Then, also under his inspiration, came the 
World Federation for Mental Health. For- 
tunately for all of us, Dr. Hincks lived to 
the grand age of seventy-nine. 

More bad news came to the mental 
health movement a few days after Dr. 
Hincks’ death with the report of the death 
of Dr. Paul Henry Hoch. He was, from 
1955 to the end of 1964, New York State’s 
Commissioner of Mental Hygiene. In some 
states, Commissioners come from doctors 
who have had earlier careers in administra- 
tion. Dr. Hoch’s background was in clini- 
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cal and research psychiatry, and he 
one of the few Commissioners in the 
try to come directly from those 
His earlier professional work was in 
ropathology, electroencephalography 
physiology—again an unusual, but 
ing, background for psychiatry today. 
brought to the Commissioner's office 
sound attitude towards research and 
ing, as well as a firm and guiding hand 
the administration of clinics and 
hospitals. He was only sixty-two 
he died—at the threshhold of an 
greater career in developing modern 
of mental hospital administration 
methodology. 

Two giants left us—within a few 
of each other. We can ill afford 
losses. 


NEW YORK STATE PLANS 
FIVE-YEAR PROGRAM 


On January 23, 1965, New York's Go 
Rockefeller announced plans for @ 
year construction program that will 
vide facilities for the treatment of í 
mentally ill and mentally retarded 
veloped in 1962 in New York State's 
plan for mental hygiene. Total cost of 
program will run between $500 and 
million. The program includes the 
lishment of new 1,000-bed state h 
associated with locally operated comm 
mental health centers, financial aid 
building such centers through the M 
Hygiene Facilities Improvement Fund, 
modernization of existing institutions 


CONFERENCES, MEETINGS, 
SEMINARS 


The role of the school and comm 
treatment facilities in preventing | 
illness will be the subject of the Fifth 


witute on Preventive Psychiatry, to be held 
May 14-15 at the University of Iowa, One 
of its aims will be to clear up some of the 
exiting confusion about the role of the 
dawroom teacher in relation to the mental 
health of children, 


The National Advisory Council on Nurse 
Training, established by the Nurse Train- 
ing Act of 1964 to advise the U. S. Surgeon 
General regarding administration of the 
Act, held its first meeting in Washington, 
D. C., on February Ist. 

The Nurse Training Act, which became 
law on September 4, 1964, authorized ap- 
propriations of up to $283,000,000 during 
the next five years for construction, teach- 
ing programs, loans, traineeships and 
grants to schools of nursing. 


The Goddard Conference on Psychological 
Group Consultation for clinicians and 
mental health professionals will be held 
June 23-27. The Conference is supported 
iñ part by an NIMH grant. For informa- 
ton, contact the Conference Secretary at 
Goddard College, Plainfield, Vt. 05667. 


The Academy of Psychodrama and Group 
Therapy will meet in New York City, Sun- 
dy, May 2. The focus of this colloquium 
will be on civil rights and their relation 
‘© mental health; demonstrations of socio- 

ta and psychodrama will be featured. 
= ils may be obtained from the Academy, 

- Box 311, Beacon, New York 12508. 


HOSPITAL NURSING CRITERIA 
ED BY NURSING LEAGUE 


= first nationally developed criteria for 
Nating hospital nursing services were 
February 2, 1965 by the National 


Notes and Comments 


Evaluating a Hospital 
ing Service,” is available from the League, 
10 Columbus Circle, New York, N. Y. 


SUBSCRIPTION RATE 


tion rate of MENTAL HYGIENE. 
increase became effective as of January |, 
1965. The yearly subscription rate is now 
$8.00; Canadian, $8.25; foreign, $8,50; 
single copy, $2.00. 


ERRATUM 


We apologize for a typoguxphic error in 
the article on speech pathologists by Doc- 
tors Rousey and Toussieng in the October 
1964 issue, page 574. The twentieth line 
of the second (right hand) column reads: 
“... a guide for future therapy in terms 
of altering the therapist.” The gerund 
should have been ‘alerting’ and not, of 
course, ‘altering’. MENTAL HYGIENE 
regrets this unintended effect on the thera- 
pist. 

NEW JOURNALS 

The first issue of Archivos Panamefios de 
Psicologia, the official journal of the 
Sociedad Panameña de Psicologia, appeared 
in January, 1965. The Editor of the Jour- 
nal and Director of the Society is Dr. Ray- 
mond de Aguilar, Professor of Mental Hy- 
giene at the University of Panama. The 
Archivos carries articles in English as well 
as Spanish, and further information can be 
obtained from the Journal at Apartado 
7685, Panama, Republic of Panama. 


The first issue of a new interdisciplinary 
quarterly, the Community Mental Health 
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No. 1 of the Archivo de Estudios Psicoana- 
liticos y de Psicologia Medica has been pub- 
lished by the Circulo Vienes de Psicologia 
Poemn EEES Rogon, Ue Bogota, Golum- 


The issue deals with the Conference of 
ihe Gomeee = July-Angon 1993; In- 
formation about journal may be 
obtained from Rosa Tanco Duque, Trans- 
versal 25 No. 57-81, Bogota, D.E., Colom- 
bia. 


APPOINTMENTS AND ELECTIONS 


Dr. Brian R. Kay, Professor of Psychology 
at the University of New Hampshire, has 
been appointed planning director of New 
Hampshire's mental health program. 
eo. aE. 

Dr. Jonathan Leopold, Director of Niagara 
County (N. Y.) Mental Health Services, 
has been selected to serve as the first com- 
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missioner of Vermont's new Department 
Mental Health, He will administer @ 
Waterbury State Hospital, the Bray 
Training School and other Vermont i 
tutions. 

DR S 
Stanley L. Portnow, M.D. has been 
pointed Director of Psychiatry for the Ne 
York City Community Mental 
Board, New York City Department of G 
rection. Dr. Portnow was previously 
sociated with St. Elizabeth's Hosp 
Washington, D. C; Veteran's Admin 
tion Hospital, Topeka, Kansas; and Ra 
velt Hospital, New York City. He suca 
Harvey Bluestone, M.D., who was rect! 
appointed Director of Psychiatry for 
mental health standards and services f 
grams of the Board. 

. . . 
Joan Walsh, formerly Instructor in 
York University’s Department of Nun 
has been appointed Director of the 
Project on Teaching of Psychiatric Nun 
in Diploma and Associate Degree Progr 
of the National League for Nursing: 

vt ee 
Dr. Stanley Yolles has been appoin 
Director of the National Institute of Mea 
Health and Assistant Surgeon Generali 
the Public Health Service. He succeeds 
Robert H. Felix, who resigned to bee 
Dean of the College of Medicine, St. LA 
University. During the past year = 
Yolles has served as Acting Director 
Deputy Director of the NIMH. 


AWARDS, GIFTS, GRANTS 


The Lasker Foundation has named 

Nathan S. Kline, director of research, B® 
land State Hospital, New York, as the $; 
winner of the Albert Lasker Clinical 
search Award. The Award, given 0” 


Kiise for contributions to mental health, 
wes based on his discovery of the useful 


ees of certain drugs, such as iproniazid, 
ia th treatment of depression. 


. . . 

Mn. Gail S. Fidler, coordinator of profes 
socal education at the New York State 
Poythlatric Institute, has been awarded the 
Peanor Clark Slagle Lectureship for 1965 
by the American Occupational Therapy 
Ameciation. Mrs. Fidler also serves as as- 
welate in occupational therapy at Columbia 
Wniversity College of Physicians and Sur 
pons and as clinical director of the master’s 
degree program in psychiatry at New York 
University Graduate School. 


SCHOLARSHIPS AND TRAINEESHIPS 


Awards to physical and occupational ther- 
4py students for completion of their senior 
Yer of training or their clinical training 
Petiod are available from the National 
Society for Crippled Children and Adults, 

iago, Illinois. The awards, ranging 
from $100 to $500, are sponsored by the 


Society and Kappa Delta Phi, a national 


n en’s sorority, Deadline for 
application is May 15. 
. . . 
Sommer Pre-Professional Traineeships as 
*Search aides, professional aides, treatment 
Amp counselors or day camp counselor- 
are being offered to beginning gradu- 
Me students and advanced undergraduates 
the Devereux Foundation Institute for 
Resear ch and Training, Devon, Pennsyl- 
“nia. The program covers two to three 
Months of training at summer treatment 
Gmps in Maine and Pennsylvania. 


NEW BOOK: ILLINOIS RESEARCH 


ois Tesearch in genetics, neuroanatomy, 
chemistry, psychology and other fields 


» 


Notes and Comments 


is Ouilined in First Five Years—1957-1962, 
a publication of the Minois Department of 
Mental Health. The 125-page book reports 
on the history of the Prychiatric Training 
and Research Authority and describes 
mental health research projects financed 
through Authority grants. y 


JOURNAL EXPLORES 
REHABILITATION 


Major problems in sheltered workshops for 
the mentally and handicapped 
were the subject of the entire January- 
February 1965 issue of the Journal of Re- 
habilitation, 


Governor Nelson A. Rockefeller of New 
York broke ground on December 2, 1964 
for the new Institute for Basic Research 
in Mental Retardation at Staten Island. 
Described as “the first of its kind in the 
world” by the Governor, the Institute is 
being used as the prototype for ten similar 
centers, now being by the Na- 
tional Institute for Mental Health, to be 
set up throughout the country. 


ISOLATION NOT STRESSFUL, 
INVESTIGATOR FINDS 


In a paper delivered at Forest Hospital, 


Des Plaines, Illinois on January 13, Dr. 
Jay T. Shurley reported on his experiments 
in sensory isolation at the University of 
Oklahoma and put forward the theory that, 
within a limited span of time, such experi- 
ence is “pleasant and relaxing.” He noted 
that investigators in the field have been 
conditioned to regard the concept of per- 
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‘TV SERIES ON ALCOHOLISM 


‘The Ilinois Department of Mental Health 
Alcoholism Division is working with Chi- 
cago television station WTTW-TV on 
eleven educational programs about alco- 
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U. S. Department of Health, Educ 
Welfare. 


BOOKS RECEIVED 


A quarterly journal cannot keep 

the tempo of new books in our fit 
this section we will periodically m 
books received for review. 
views will be published of a selec 
ber of these books as space permi 
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Reviewed by Sidney B. Denman 
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Mental health of the industrial worker ARTHUR KORNHAUSER 
Reviewed by Richard Benjamin 


Death and identity ROBERT FULTON kd 
Reviewed by Lewis H. Loeser 


Opportunities in nursing M. O. WEISS 
Reviewed by Marguerite M. Manfreda 


Structure and direction of thinking D. E. BERLYNE 
Reviewed by Richard Benjamin 


Sigmund Freud and Psychoanalysis PAUL FREEMAN 
Reviewed by Felix A. Ucko 


City Psychiatric FRANK LEONARD 
Reviewed by Felix A. Ucko 


Notes and Comments 
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Editorials 


WE TAKE A STAND 


From time to time, readers of MENTAL 
Hycrene have asked why we published no 
editorials. The reason was a conviction 
that our pages constituted an adequate 
forum for the presentation and exchange 
of views in the area in which we are all 
interested. It seemed appropriate that 
these viewpoints should be offered by those 
most knowledgeable in their areas. And 
it was agreed that those who espoused these 
views should affix their names so that read- 
ers might know who was taking what posi- 
tion. Editorials are, however, traditionally 
unsigned. 
Yet editorials give a periodical its dis- 
tinctive flavor; failure to offer editorial 
comment might be construed as pusilla- 
nimity or even as lack of interest in the 
subject, There can be no doubt as to where 
our Association stands with reference to the 
care of the emotionally ill, the prevention 
of mental illness and the promotion of 
mental hygiene. We have, therefore, 
changed policy. In these pages we will, 
from time to time, offer editorial comments 
r express clear-cut points of view. But we 
paine be dogmatic; readers who do not 
ch a views here expressed are invited 
oS Aa A special platform will be 
i or them in a “letters to the edi- 
tor” column, 
san PE, mor all the answers. We move 
For aaa y through commerce in ideas. 
ng about mental hygiene (in 


eu letters) let Menrar Hyc1ene be your 
Market-place, 


THE USES OF PSYCHOTHERAPY 


One of the popular catch phrases of the 
day is, “He could sure use some psycho- 
therapy”. This can be said—and has been 
said—of anyone who gets into any kind of 
trouble, whether the trouble is shoplifting, 
adultery, anxiety, garrulousness or apathy. 
The validity of the phrase depends on the 
narrowness of the concept. If you define 
psychotherapy as a deliberate effort by a 
trained person to ameliorate emotional 
symptoms, then the word is restricted to 
a clinical situation. In that sense, psycho- 
therapy is not to be hailed as a panacea for 
industrial strife, juvenile delinquency, mar- 
ital discord or international disputes. 

But popular usage has eroded the word 
to the point where a mental hospital pa- 
tient who helps carry the garbage is getting 
“sanitation therapy” and the dissatisfied 
friend who gets inspiration from reading 
books is trying “bibliotherapy”. (One of 
the latest manifestations of the latter is the 
interesting suggestion of the American Li- 
brary Association to create a specialist in 
bibliotherapy to be called a “clinical li- 
brarian”.) In a broad sense, it is “therapy” 
to take the day off and go fishing. 

For those of us concerned with mental 
health, a more exact use of words would 
seem appropriate. As a technical term, it 
would seem best to limit the word “psycho- 
therapy” to a process whereby a trained 
person involves himself in the patient’s un- 
conscious. All of us need, at various times, 
guidance, counsel, inspiration—in short, 
“help”—but let us not devalue the word 
“therapy” to the point where it loses all 
sharpness of meaning. 
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The veterinarian and 


In the course of the centuries, a quiet revo- 
lution has occurred in the relationship 
between man and his domestic animals. 
Dogs, cats and horses once served as man’s 
slaves. They provided a cheap form of 
labor that liberated man from some drudg- 
ery. These animals also acted as man’s 
protectors. Now the roles have been re- 
versed. The domestic animal has become 
the pet who is frequently the privileged, 
protected member of the family. Man 
serves and protects his pets; he tries to 
prolong their lives with special diets, vita- 
mins, drug therapy and even major surgery. 

Since the relationship between man and 
his pets has changed, the function of the 
veterinarian must also be transformed. The 
veterinarian can no longer limit himself 


Dr. Levinson is professor of Psychology, Graduate 
School of Education, Yeshiva University. This paper 
is based on a lecture delivered at the State Meeting 
of the Veterinary Medical Association of New 
Jersey, April 8, 1964. 
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iv 
solely to safeguarding the physical he hy 
of the family pet. Now he must become 
involved in the mental health of the family” 
whose pet he treats. This trend is s 
inexorable that eventually veterinaria’ 
will become members of mental hygi 
teams. The problems of inter-professional 
functions will not be insurmountable. No 
one group should retain a monopoly z 
the mental health of our population. By 
working hand in hand and sharing intet 
disciplinary knowledge, all service profes 
sions can bring much light to rather murky 
and confused areas. a 

Psychoses and psychoneuroses are not 
modern phenomena. Before modern psy 7 
chotherapeutic methods were known, mal X 
neurotics and possibly psychotics overcame 
their afflictions and managed to mamta 
themselves. What means did these peop 
use to help themselves achieve better men 
tal health? It seems that one of the 
in which human sanity was preserved 


The veterinarian and mental hygiene 


through the acquisition of animal pets. 
All kinds of pets were adopted by people 
throughout the world. This could not 
have been an accident. It must have re- 
sulted from man’s attempt to satisfy im- 
portant psychologic needs. The loyalty, 
admiration and obedience of pets surely 
served to reinforce man’s ego. Man needed 
his animal pets not only in life but even to 
offset the terror and loneliness of death, 
as evidenced from the skeletons of pets 
found in the tombs of early man. 

Pets, however, can be deleterious as well 
as salutary in their effect on man. Man 
has neurotic as well as healthy needs. In 
the course of time, some pets would be 
exploited for both purposes. Whichever 
the need, highly charged emotional cur- 
rents are characteristic of the relationship 
between a pet and his master. The veteri- 
narian is the witness of the’ complex dy- 
namics of personality interplay between 
Pets and their human families. Innumer- 
able situations fraught with mental hy- 
giene significance regularly come to the 
attention of the veterinarian. For exam- 
ple, a family moving to another country 
Tefuses to take the young son’s dog with 
them. Crisis! The veterinarian is con- 
sulted, or should be. What to do? An 
old man is left bereft of friendship by the 
death of a dog. A wealthy woman brings 
ma cat, every week or two, to have it “put 
to sleep.” A little girl is so completely 
engrossed in the care of a bird that she 
‘has no time” to play with friends and 
dares not leave the house. 

_ One could go on, but even these few 
illustrations indicate how important it is 
for the veterinarian to become a member 
of the mental hygiene team. The veteri- 
harian can help select the kind of dog best 
Suited to a family’s needs, He can serve 
the family in a continuing capacity through 
his treatment of the pet. By observing the 
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behavior of people towards pets, the veteri- 
narian is often the first to notice symptoms 
of emotional disturbance. He can be ex- 
tremely helpful, not only to pets but to 
owners of pets, especially as the psychologic 
significance of some of these situations be- 
comes clearer. There is need for much 
scientific investigation, in which the veteri- 
narian can be an invaluable collaborator, 
into the psychodynamics of the man-pet 
relationship. 

Pets mirror and localize man’s emotional 
illnesses. They serve as therapeutic agents 
and aids that bring emotional health. A 
pet can help prevent emotional disorders 
in a child. If he is successful in teaching 
his dog, Johnny will have learned a great 
deal about controlling himself. The dog 
learns from his master and the boy learns 
about himself from the dog. It takes pa- 
tience, kindness and self-control to teach 
a dog; and there is much responsibility and 
self-sacrifice involved in caring for a dog. 
The child can apply to himself the lessons 
he learns from his pet. Fido tries to 
learn and obey, not only because he loves 
his master but because he desperately 
wants to be loved. Boy and dog sometimes 
have to face seemingly insurmountable 
obstacles. By mastering the pet, the child 
realizes that he can handle reality. The 
child thus develops ego strength and more 
positive attitudes towards himself and his 
family. Dogs respond in very direct and 
simple ways. Johnny may have temper 
tantrums and kick his mother with im- 
punity, but he can’t get away with “mur- 
dering” Fido. 

Parents often turn to veterinarians for 
advice when Johnny doesn’t live up to 
his promise to feed, walk and brush the 
dog. Mothers and fathers who find them- 
selves burdened with (and resentful of) 
these additional tasks turn frequently to the 
veterinarian with their complaints. One 
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hears an irate mother say: “I don’t know 
what to do. Johnny promised to take care 
of the dog but he doesn’t. Shall I punish 
Johnny? Shall I get rid of the dog?” Get- 
ting rid of the dog may represent another 
failure to an already failure-ridden and 
frustrated youngster. It may also produce 
intense guilt and anxiety. It would be 
helpful for everyone concerned if the veter- 
inarian were sufficiently trained in the be- 
havioral sciences to recognize the complex 
factors operating in these situations. Or 
(and these two possibilities are not mutu- 
ally exclusive) he could be a cooperating 
member of a mental hygiene team so that 
he could make the appropriate referral 
at the proper time. 

A pet enlarges the scope of a child’s 
experiences in ways both happy and sad. 
Johnny may derive rich feelings of gratifi- 
cation and success when Fido has been a 
good student; when the boy’s friends beg 
to play with Fido; when Fido wins a blue 
ribbon at a local pet show. A boy who 
finds it hard to compete socially, in school 
or in sports, may acquire through his pet 
a first positive insight into the joys, rather 
than the pains, of competition. Often it 
is the veterinarian who has made the sug- 
gestion and given Johnny the advice on 
how to prepare his dog for the show. 
Experiences of success in early childhood 
are the foundation stones of our ability to 
resolve life’s problems. The successes 
Johnny experiences with his dog can pro- 
vide enough real satisfaction to prevent 
the boy from seeking imaginary satisfac- 
tions in a fantasy world. 

Even the crises and suffering that a boy 
who is very attached to his pet can experi- 
ence provide important growth and learn- 
ing experiences. When a pet is critically 
ill, Johnny knows severe distress and anx- 
iety, The death of a pet can be a rehearsal, 
on an attenuated scale, of the suffering 
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we all must face at the death of someone 
near and dear. The child can develop, 
through this experience, empathy for living 
things and compassion for pets in distress, 


which in turn may transmute itself into 


sympathy and understanding of the emo- 
tional suffering of the people he lives with. 
However, this brush with harsh reality | 
may be an experience which a particular 
youngster cannot cope with alone. Should 
the pet that died have been the only 
source of security and love for the boy, 
the shock may be seriously upsetting. Like 
the many clergymen who now train in 
psychology to be of greater service to their 
congregants, the veterinarian needs special 
training to provide the most skillful help 
in such situations. 4 
Veterinarians are generally sensitive to 
the distress signals. Unfortunately, the f 
veterinarian rarely acts on these hunches 
because he feels that they are not his pro- 
fessional responsibility. For example, the 4 
veterinarian may be aware that a dog is 
being dominated and very roughly handled 
by a child. The child may even administer 
improper medications to the dog, insisting 
that the dog is ill. This child may assume , 
an air of great knowledge and authority, 
challenge the veterinarian, and argue with © 
his parent. The veterinarian may be fully 
aware of the fact that this boy is merely 
acting out, through his dog, his need to 
convince himself and others of his ow. 
importance. Where does the veterinarian 
go from there? Í 
Occasionally the veterinarian may be 


called upon to treat a pet in a family M 


where the mother lavishes all her attention 
on the pet but neglects her husband and the 
children. This woman is probably angry 
and bitter toward her husband or her chil 
dren. The change in the mother's be 
havior may have been so gradual that the 
family barely noticed it. They merely 


The veterinarian and mental hygiene 


feel that she is “ornery.” With the proper 
training, the veterinarian would be able 
to institute the first measures of help and 
might even thus abort an incipient mental 
illness. 

Occasionally the veterinarian meets 
_homosexuals who give their pets ambigu- 
ous names. The sexual perversions prac- 
ticed with animals may come to the at- 
tention of the veterinarian, The prog- 
nosis is rarely sanguine, but this does not 
preclude the possibility of rehabilitation. 
By using tact, the veterinarian may be 
instrumental in initiating some therapeutic 
action. 

Only a few general aspects of the role 
of the veterinarian as a mental hygienist 
have been touched upon. The specific 
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ways in which veterinarians can exercise 
their mental hygiene function will have 
to be spelled out by members of the pro- 
fession. It would be presumptuous for 
me to try to delineate this new role, which 
will undoubtedly take years of experi- 
mentation, observation and formulation 
to crystallize, The mental hygienist must 
work not only to prevent emotional dis- 
orders among the minority, but to main- 
tain and reinforce the emotional health 
of the majority. As an important partici- 
pating member of a mental hygiene team, 
the veterinarian will face an analogous 
situation. As members of the veterinary 
profession pursue and develop this new 
phase of their practice, beneficial results 
should accrue for all of society. 
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KEN LESSLER, PH.D., CHAPEL HILL, N. C. 
JEANNE BRIDGES, R.N. CHAPEL HILL, N. C. 


The psychiatric nurse 
in a mental health clinic 


What contribution can a psychiatric nurse of the clinic staff and as a consultant with 
make to a community mental health clinic? the Health Department, the Department of 
To explore this, a 14-month demonstration Public Welfare, the schools and education 
project was established with a North Caro- centers and other community agencies. 
lina State budget. The project was at a es 
new clinic in Sanford (Lee County). This The Mental Health Clinic 
county is in a predominantly rural area, The Sanford Clinic was new, small and 
containing some 27,000 people, of whom composed primarily of a part time pro 
20,000 are white. The county seat (San- fessional staff held together by a full time 
ford) has 10,000 residents. The project social worker—director. The services pro- 
began in April 1968 when a psychiatric vided by the Clinic included patient care 
nurse with hospital training was added to (individual diagnosis and treatment, family 
the existing staff of a full time social treatment, long and short term therapy 
worker—director and a secretary, as well with children and adults) and community 
as part time personnel including a psychi- services. Among the community services 
atrist and a clinical psychologist. were consultation with teachers, talks with 
During this project, the nurse was in- civic groups, liaison with the public health 
volved in numerous activities as a member and welfare departments and other at 
tempts to integrate the clinic into the com- 


Dr. Lessler is assistant professor of Psychiatry and 


i ity. 
Psychology at The North Carolina Memorial Hos- ats s A 
pital, University of North Carolina, Chapel Hill, In keeping with the exploratory ap- 
PG. Mis. Bridges is head nurse of a psychiatric. proach, the nurse participated in a pot- 
ward at the same institution. pourri of consultative, treatment an 
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Psychiatric nurse in a mental health clinic 


diagnostic services. These included: con- 
ation with individual mental health 
dinic staff members, individual counseling, 
psychotherapy, family counseling, psycho- 
Vogical testing, supervision of patient medi- 
a n, intake interviews, home visits, 
laison between clinic and referring agen- 
‘dies and, alas, some clerical duties. This 
“Variety of activities has much in common 
‘with those reported by Glittenberg? for 
nurses working in outpatient clinics. 
The social worker-director provided 
¢ supervision on clinic procedures 
d policies as well as supervising case 
and intake interviewing. The clinical 
hologist and the psychiatrist supervised 
urse in psychotherapy and diagnostic 
liques.- The psychotherapeutic experi- 
included goal-limited therapy with 
six children, an adolescent and three adults. 
the length of therapy varied from a few 
tacts to a year of continuous treatment. 
ents were seen from once a week to 
a month. One of the patients was 
in play therapy by both the nurse and 
Psychologist, as a propaedeutic device. 
psychodiagnostic work began with 
Vineland Social Maturity Scale. Then 
le Peabody Picture Vocabulary Test and 
the vocabulary scale of the Stanford-Binet 
vere added to the nurse’s diagnostic equip- 
- These scales provided a natural 
ement to the social maturity testing 
also allowed the nurse to provide a 
le quick service in the field: that is, 
e a brief estimate of a child’s aca- 
ic and social functioning. Finally, dur- 
the one-year period the nurse was 
ced to projective testing via the 
n's Apperception Test. This al- 
the nurse to integrate the interpre- 
skill that she was learning in therapy 
th her interviewing skills. The types of 
ts learned were thus dictated by practi- 
ervice needs as well as the manner in 
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which the instruments could contribute to 
the general program. Had the project been 
longer, the testing skills would have been 
extended toward further thematic testing, 
individual intelligence testing and then 
testing for brain damage. 

In a setting in which all types of service 
were scarce, the orientation was always 
toward determining how the nurse could 
provide an extension of the services of the 
part time professional staff as well as how 
the nurse could provide what was uniquely 
hers, The nurse was able to play her tra- 
ditional role through providing drug checks 
for patients carried on medication. She 
was also able to communicate medical in- 
formation to the nonmedical staff who were 
not able to communicate directly + with 
the psychiatrist. Her medical orientation 
made her an important link between the 
physicians in the community and the clinic. 

A function which melds the nurse's 
work with the public health nurse's was 
the domiciliary service.* Home visits were 
made to provide intake and diagnostic in- 
formation. Thus the nurse was able to 
provide a service which integrated nursing 
skills with a diagnostic and therapeutic ef- 
fort oriented toward the family in its na- 
tural setting. 


Public Health Department 

Traditionally the public health depart- 
ment has provided health services, such as 
home visits to the chronically ill, sanitation 
and immunization services and maternity 
and cancer clinics. Only recently has 
there been an interest in treating the psy- 
chiatric patient. This interest has de- 
veloped largely out of the emphasis on 
aftercare treatment of mental patients. 
The public health nurses have a tradition 
of home visiting which allows them to be 
eee ee ee Laan 
+ Their clinic hours did not overlap, 
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on hand in crisis situations, to be in the 
position to recognize early emotional dis- 
turbances and to implement primary pre- 
ventive procedures when they note an 
unhealthy situation. 

During the early part of the psychiatric 
nurse project, the public health nurses were 
chosen as an ideal target for liaison and 
reciprocal exchange of ideas. It was be- 
lieved that the psychiatric nurse could con- 
tribute her psychological orientation and 
psychiatric knowledge while receiving an 
education in domiciliary methods. With 
this in mind, the psychiatric nurse spent 
one day a week making home visits with 
the Public Health Nurse and holding con- 
ferences on case histories to share knowl- 
edge, attitudes and techniques. Largely 
because of the pressure and demands on 
the P.H. Nurse’s time, these contacts be- 
came less frequent and finally were left on 
an “on call” consultative basis. 


Department of Public Welfare 


The Lee County Department of Public 
Welfare carries the responsibility for ad- 
ministering funds to the indigent and pro- 
viding services to families and children. 
Such services include child placement and 
counseling in home management. ‘These 
contacts place welfare workers in close con- 
tact with the traditionally “hard to reach” 
psychiatric patients. They are also stra- 
tegically able to disperse funds and services 
in a way that may increase or decrease 
the already overwhelming number of 
stressors that their clients experience. In 
many senses the public welfare workers may 
intervene with primary, secondary and 
tertiary mental health measures without 
interrupting the general dialogue with 
other helping agencies. 

The psychiatric nurse made herself avail- 
able to the welfare workers on an informal 
basis during the inception stage of this 
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contact. Quickly she was asked about the 
“problem” cases and began to attend con- 
ferences. As a result, referrals were made 
to the mental health clinic and other agen- 
cies. The help and collaboration extended 
to joint visits, co-counseling of frightened, 
teenage expectant mothers and speaking 
with relatives of patients with severe psy- 
chiatric disturbances. To cement the re- 
lationship between the clinic and welfare 
department, the nurse administered screen- 
ing tests for some children to be placed in 
children’s homes. 


Educational Facilities 


The local public school system had a 
start toward a mental health program. 
Some counselors were available and in some 
high schools mental hygiene courses were 
provided. No screening or individual test- 
ing services (except group intelligence 
testing) were available except on a state 
level. There were two new classes for the 
mildly retarded and plans were in progress 
for a program for the moderately retarded. 
No facilities were available for the emo 
tionally disturbed child, though there were 
several helpful and understanding teachers 
who did the work of helping children in 
trouble and even provided their own 
screening, counseling and remedial services. 

The paradigm for the entry of the nurse 
into the schools was much the same as that 
used with the welfare workers, ie. avail 
able waiting. She was quickly used as 4 
contact between school and clinic. This 
eventuated in on-the-spot consultations 
with teachers, principals and counselors. 
Finally the students themselves initiated 
contacts on an informal basis, requesting 
that the nurse speak to classes. She re- 
sponded by speaking on mental health 
topics on several occasions to high school 
and junior high school classes. ; 

Within the Lee County area there is @ 
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center for training high school graduates 
for skilled and semi-skilled jobs. One of 
the courses in the Industrial Education 
Center trains practical nurses. The psy- 
chiatric nurse was contacted to plan and 
coordinate a series of talks on the practi- 
cal nurse's contribution to the recognition, 
prevention and treatment of emotional 
disturbance. This program soon became a 
regular part of the curriculum and pro- 
vided a broad-range contact between the 
mental health clinic and an important help 
giving group. 


Other Community Agencies 


Liaison was initiated with the hospital 
and the courts during the project. The 
contacts followed a similar pattern: in- 
dividual communication and statement of 
availability, or contact around a case: then 
wait. The hospital did not accept the in- 
vitation for help, partly because of engross- 
ment with its own internal problems at 
that time. Contact with the courts cen- 
tered around the trial and rehabilitation 
of two patients. Neither the contact with 
the hospital nor the courts meshed well at 
the time. It was felt that a strategic with- 
drawal was in order and that a relationship 
with these agencies could wait for another 
day. It seems clear, however, in view of 
the experiences of other clinics, that the 
nurse may well find a place in these set- 
‘ngs. The hospital would seem to be 
a Particularly appropriate center for the 
activities of the psychiatric nurse. 


Discussion 


„ Although this project was entitled a 
demonstration” project, it may more ap- 
Propriately be called an adventure in com- 
munity mental health. As in so many 
adventures, there were new things dis- 
covered as well as many things which were 
missed, New roads were opened, some of 
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which we would like to travel again and 
others which could best be avoided. This 
adventure was an exploration of new ter- 
ritory to assay whether it was appropriate, 
fertile and receptive, and to learn whether 
its natives wanted new associates. The 
first part of this discussion of the “trip” 
will center on the heartland, the mental 
health center and then the environs, i.e. the 
community and community agencies. 
Finally, some recommendations will be 
drawn for future travelers. 

The nurse quickly finds that within the 
new setting of a mental health clinic there 
are new bosses, new roles and hence some 
new role expectations and conflicts, The 
psychiatric nurse is traditionally patient- 
oriented. Her job has typically been to 
help develop an appropriate milieu or 
adjunctive therapeutic relationship with 
individual patients. In contrast, the work 
of the psychiatric social worker is com- 
munity minded. He focuses on agencies 
and agency relationships, on the community 
and epidemiology and on groups, and he 
serves a therapeutic and data-gathering 
role with individuals. The reorientation 
from an individual to a community model 
of helping, as mediated via the social 
worker, was a transition for which a nurse 
is little prepared. Itis this emotional and 
intellectual reorientation, however, which 
provides the basic ingredients for the 
change from “psychiatric nurse” to “com- 
munity psychiatric nurse.” 

The clinical psychologist’s role is pos- 
sibly more congruent with the nurse’s 
past experience. That is, it has tended in 
the past to be more individual-diagnostic- 
treatment oriented. The learning of psy- 
chological testing seemed in many ways an 
extension of the laboratory, adding to it 
one’s knowledge of interviewing and per- 
sonality dynamics. In this case, as with the 
social worker, the relationship has the pos- 
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sibility of reciprocal benefit which is help- 
ful to the nurse's self-esteem, as well as en- 
abling her to perform an important service. 
When there is a staff of part time person- 
nel, the nurse may serve as a mediator of 
medical information, as an interpreter and 
generally as an extension of the psychia- 
trist’s part time services. A knowledge of 
behavior-influencing drugs and their effect, 
a medical diagnostic attitude and an under- 
standing of the physician's wishes and needs 
was a major contribution of the nurse as a 
full time member of the small staff. 

The relationship to the psychiatrist was 
probably the most natural for the nurse be- 
cause of her long and traditional association 
with medical personnel. Such a ready- 
made relationship in foreign territory, of 
course, always provides the temptation of 
isolation and regression. However, if it is 
seen as yet another opportunity to develop, 
this relationship can be one of the most pro- 
ductive. The nurse can provide a needed 
extension of the psychiatrist's services 
through, for example, drug check of after- 
care patients or patients carried on drugs 
by the nonmedical specialists. She can also 
serve as a natural link with the commu- 
nity’s general practitioners for the psychi- 
atrist and the clinic. She may provide an 
important service through hospital visits 
and primary preventive work with patients 
in medical crisis or in childbirth, or in 
handling the impending death of a relative. 

Many of the roles and tasks were new, 
different and sometimes provoked a feeling 
of insecurity. Initially the nurse is faced 
with the problem of being a jack-of-all- 
trades and master of one (traditional nurs- 
ing) which must be remolded to fit new 
situations. This requires a unique adapta- 
tion in which the nurse must absorb the 
best and the most appropriate of all of the 
specific disciplines with which she comes in 
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contact and learn to utilize techniques 
from all of them. At the same time, she 
must add to the brew whatever is hers alone 
and whatever she brings from her back- 
ground in psychiatric nursing. The prob- 
lem is one of integration and differentia- 
tion, one of incorporating while learning 
to separate, one of being useful to all mem- 
bers of the team while still being an indi- 
vidual and contributing uniquely. 
Learning new roles and new skills neces 
sitates a good deal of didactic work and 
supervision. In the present project, the 
division of labor for supervising the nurse 
was along traditional lines. That is, the 
social worker supervised the intake, admin- 
istrative and community activities, the psy- 
chologist supervised the individual and 
group psychotherapy and diagnostic experi- 
ences and the psychiatrist supervised the 
medical endeavors, as well as giving addi- 
tional supervision in psychotherapy. Since 
the psychiatrist and psychologist were on à 
one-day-a-week status, there was a good deal 
of competition for their time. The nurse 
always felt she needed more of it, and yet 
there were always the conflicting service 
needs. Although these conflicts are prob- 
ably inevitable, the nurse cannot perform 
her full role without initial intensive supef- 
vision and didactic sessions. It would seem 
to be false economy for the professional per 
sonnel to substitute service for supervision, 
since the nurse (or the minister, or the pub- 
lic health worker or the physician) extends 
and multiplies the direct service potential 
of scarce mental health professional people- 
At least one third of the psychiatric 
nurse’s time was spent working with the 
Health Department, the Department of 
Public Welfare, the schools and other age™- 
cies. In these settings, the psychiatric nurse 
who lives in the community and is part 
the community has a definite advantage 
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Psychiatric nurse in a mental health clinic 


and usefulness which is difficult for part 
time personnel to develop. She is not an 
expert with a briefcase but a traditionally 
understood and known entity who lives 
within the community. As such, her lines 
of communication are more open, with less 
static than exists, at least in the initial 
stages, between other of the mental health 
professional people. Since she is a member 
of the community, her role of agency con- 
tact and liaison with local physicians was 
valuable, and a role which may be uniquely 
a nurse's. 

The facilitators mentioned are not in- 
tended to indicate that the contacts are easy 
and that the psychiatric nurse's mission is 
completely understood. On the contrary, 
the somatic orientation of the public health 
nurses made it difficult for them to accept 
à psychiatric approach. The service de- 
mands made it hard for them to see their 
way clear to spending the necessary time for 
consultation and case discussion. In addi- 
tion, there was the tendency of some local 
Physicians to see the nurse (and hence the 
clinic) as a service available on call. 

To illustrate some of the ideas concern- 
ing inter-agency cooperation and the bene- 
fits which may accrue as a result of having 
a psychiatric nurse on the staff of a com- 
munity mental health clinic, a sketch of a 
case will be presented. In this case the 
Psychiatric nurse served as a facilitator of 
the referral and treatment of a boy living 
within the community who had both physi- 
cal and emotional problems. 

The psychiatric nurse was called upon by 
à public health nurse to consult on the case 
of a 17-year-old boy who was bedridden 
With poliomyelitis. Bob had been followed 

the Public Health Nurse for two years- 
During this period many other agencies 
Were involved. The boy was becoming 
progressively withdrawn, depressed and 
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showed signs of emotional instability, The 
P.H. nune noted these symptoms Her 
perceptivencss, as well as a previous rela- 
tionship with the mental health clinic's 
psychiatric nurse, eventuated in a case 
consultation. 

The psychiatric nurse met with sail 
members from the Health Department, the 
Department of Public Welfare and the 
mental health clinic to collect information 
and to try to understand the present situa- 
tion before intervening actively. The psy- 
chologist of the mental health clinic was 
asked to visit the boy's home. He did, 
and concluded that there was a severe emo- 
tional disturbance with continuing decom- 
pensation. The second step was a complete 
re-evaluation of the patient's physical con- 
dition by a specialist in the field of rehabili- 
tation at a university hospital. His report 
indicated physical deterioration beyond 
what could be expected from the polio- 
myelitis. As a result of these evaluations it 
was advised that this patient receive inten- 
sive inpatient therapeutic and rehabilita- 
tive treatment. 

An inpatient facility was called by the 
psychiatric nurse, now serving as a repre- 
sentative of the community. She presented 
the case to the psychiatrist there. Here was 
another relationship which already existed 
because of the nurse's unique interdiscipli- 
nary role. Hospitalization on the psychi- 
atric service was considered appropriate 
and in keeping with the total approach 
(medical, surgical, physical, social and psy- 
chiatric). The continuity of care was fur- 
thered by the hospital, during the patient's 
stay, through conferences between hospital 
personnel and representatives of a wide 
range of community agencies. When the 
patient was returned home, the services 
provided by the hospital were understood 
and the services within the community be- 
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came a continuation of the hospital treat- 
ment. 


Recommendation and Conclusion 


1, The nurse must consciously strive to 
develop the ways in which she can be 
uniquely useful as a person and as a nurse 
within the community mental health set- 
ting. Without this nucleus of personal 
and professional identity, the nurse may 
become both personally uncomfortable 
and professionally dissatisfied.* Other rec- 
ommendations are proferred in the light 
of this primary recommendation. 

2. The psychiatric nurse may usefully 
and beneficially serve as an extension of 
the services of other professional staff, e.g. 
psychologists, psychiatrists and social work- 
ers. For example, she might do drug 
checks, hospital visits (maternity, pediatric 
wards, surgery and emergency wards) psy- 
chological testing, limited goal psychother- 
apy, intake interviewing and domiciliary 
visits. 

3. The psychiatric nurse may also profit- 


* May and Moore # handle this identity problem by 
keeping the nurse’s services more closely within the 
framework of a hospital and a medico-nursing ad- 
ministrative structure, 
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ably provide a natural extension of mental 
health services into the community, eg. 
consultation with schools and agencies or 
the development of group discussion pro- 
grams oriented to the primary prevention 
of mental illness. Finally, the psychiatric 
nurse may serve as coordinator, integrator, 
liaison and public relations worker for the 
clinic in relation to medical and non-medi- 
cal groups, community agencies, clubs, in- 
formal organizations and individual medi- 
cal practitioners. 

The satisfactions gained by the psychi- 
atric nurse in this project were many. They 
included the professional fellowship with 
other workers in the community, contacts 
with individuals and groups that have mu- 
tual interests, a sense of contributing to the 
health and welfare of those who need it 
and a deep feeling of having met a chal- 


lenge. 
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A note on depression 


Psychotically depressed patients often tell 
you that they feel bad—very bad. Their 
feeling is intense but indescribable. They 
can only say that it is a torture. 

This anguish of the depressive patient 
Puzzled me because he does not look as if 
he were in pain. Either he is impassively 
sad and immobile and has little to say, or 
he is agitated by preposterous concerns and 
Just won't let you alone. 

But one day I gained some insight into 
the inner world of the depressive—and 
from an unlikely source. A young pro- 
fessional man who was the owner of a sail- 
boat (a small “yacht” he called it) told me 
about an experience with his boat. 

Jim was new at sailing and made many 
errors. Once he tried to sail his boat from 
the dock at the yacht club to a nearby 
Mooring float with the jib alone and was 
a blown out of the cove. (You need 

€ mainsail to beat against the wind.) He 

arely managed to tie up at one of the 


outer buoys, using a light line, thinking 
the line would hold until he came back on 
the weekend. 

He was wrong. A storm blew up and 
the boat broke loose and went on the rocks. 
It could have been severely damaged. 

People who love sailboats regard them as 
living creatures. A boat comes “to life” 
under sail. You can feel it pulsing with 
life as it strains against the wind and the 
waves. A yachtsman looks upon his boat 
as a delicate creature that requires tender, 
loving care. So Jim felt as if he had 
cruelly abandoned a child, that he had 
been unforgivably neglectful. He was 
filled with self-loathing. 

Eddie, the caretaker, who had telephoned 
him, said that the boat was hung up on a 
pier by its rigging, which had saved it from 
a battering on the rocks. Some high school 
on ee 
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boys would come out that night when the 
tide was high and help Jim float it off. 

That night, driving to the club and fret- 
ting with remorse, Jim stopped at a liquor 
store to change a twenty dollar bill. A few 
fives might come in handy for the boys. 

At the store that night, Jim was con- 
scious of his appearance, as he was wearing 
his rough-looking sailing clothes: old Navy 
pants, pea coat, turtleneck sweater and 
watch cap. It was eleven o'clock at 
night and the clerk was alone. It occurred 
to Jim that the clerk might think he was 
coming in to hold up the place. Jim was 
amazed to see that the clerk was not at all 
afraid of him and that he made change 
pleasantly even though Jim made no pur- 
chase. 

While he was in the liquor store, the 
nagging remorse left him. But as soon as 
he returned to his car, his self-reproaches 
began anew. At the Golden Gate Bridge 
toll station he had another moment of self- 
consciousness. At the sight of the uniformed 
toll-taker he began to think that he might 
be regarded as a robber, and he expected 
the toll-taker to look inside the car for a 
pistol on the seat. Unaccountably, the toll- 
taker accepted his money with complete 
lack of interest. 

At the yacht club, a group of local high 
school boys had gathered to take part in 
the adventure of getting the boat off the 
rocks. One very capable young man took 
charge and directed the entire rescue ef- 
fort. With only the light of the stars—the 
weather had cleared—and a five-cell flash- 
light, Jim and the boys set out across the 
cove in an outboard-powered skiff. A boy 
was perched in the prow to sight obstruc- 
tions. (They called him “the bow watch.”) 
In ten minutes they reached the boat and 
found it resting erect on its keel and only 
slightly damaged. 
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The boys freed the rigging from the pier, 
attached a tow line to the skiff, and then 
took the end of the main halyard to the 
shore. This gave them a line to the top of 
the mast, and by hauling on this line, they 
were able to pull the boat over on its side, 
She floated free and the skiff pulled her 
off, In another ten minutes she was se- 
curely tied up at her own mooring. 

During all these proceedings, Jim played 
the part of an insignificant bystander. He 
felt that the incompetence of his seaman- 
ship had been confirmed, but that he was 
accepted in spite of it. And he did not feel 
guilty—at least for the time being. 

On the way home, he began to fret about 
his sins of omission and commission. He 
stopped at a small restaurant for coffee. 
While he was finishing his coffee, two police 
officers came in. Their glance seemed full 
of suspicion. Jim fully expected to be 
questioned. Id better get out of here, he 
thought. When he stopped to pay the 
cashier, he was surprised that the officers 
made no move to accost him. He left the 
restaurant, feeling that he had made a 
lucky escape. 

Again at the toll station, he felt under 
suspicion. But the feeling was not so 
strong and he was bold enough to adopt 
the attitude of a legitimate person. 

By the next day he was fully recovered 
from his disorder. He no longer felt that 
people had every right to suspect him of 
being a dangerous character. And he was 
puzzled that such a thought had ever 0¢ 
curred to him. 

Jim’s reaction gave me a hint of what 
depressed patients feel. He had been m 
inner torment, had felt himself to be a 
bad person and had expected others to 
make a similar judgment of him. His self- 
accusatory remorse vanished when he en- 
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gaged in positive action to correct his 
trouble. And the presence of that group of 
adventurous young men who demonstrated 
such competent seamanship perhaps gave 
him a better view of himself: not bad, but 
merely inept, and therefore deserving of 
help, not condemnation. He had assumed 
that he had to be perfect, and he needed to 
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modify this assumptive set to obviate un- 
realistic guilt. 

In a small way, the experience of this 
yachtsman can help the psychiatrist to 
better understand—and empathize with— 
depressed patients. And empathic under- 
standing does seem a highly desirable 
quality in a psychotherapist. 
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A note on 


secondary prevention 


In psychiatry, as in other medical special- 
ties, there is widespread acceptance of the 
concept of secondary prevention, ie. that 
early diagnosis of emotional disturbance 
and prompt treatment are the best means 
for preventing more serious emotional dis- 
orders in the future and for reducing chron- 
icity. The purpose of this note is to see 
whether the notion of prevention is in fact 
observed in practice by examining the age 
distribution of children admitted to outpa- 
tient psychiatric clinics, If younger children 
are overrepresented in the clinic popula- 
tion, it would suggest that the goal of sec- 
ondary prevention is being realized; if 
younger children are underrepresented, it 
would suggest that it is not. This problem 
was identified in an earlier study ? of chil- 
drens’ outpatient psychiatric clinics, which 
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found an underrepresentation of children 
under age 6 in the clinic population. t 
The age distribution of 6697 child 
patients (under 18 years of age) was ob- 
tained from a report! on outpatient psy- 
chiatric clinics for Pennsylvania for the 
year ending in June 1962. The statistics 
were based on data from 83 reporting 
clinics of the 104 outpatient psychiatric 
clinics in the Commonwealth. One-half of 
the reporting agencies were voluntary com- 
munity clinics, most of which received some 
state aid. The other half included state 
mental hospital clinics, other state-operated 
clinics and one state-subsidized clinic. of 
the 83 reporting clinics, 15 served children 
only, 17 served adults only and the 51 
others accepted both children and ee 
The age distributions of the 3180 chil 
patients in the clinics serving children only 
and of the 3517 child patients in the clinics 
serving both children and adults were nee 
puted separately and then compared wit 


the age distribution of children under age 
18 in the general population of Pennsyl- 
vania, based on the 1960 population cen- 
sus.’ 

The data in the table show that in clinics 
serving children only, children under the 
age of 5 were grossly underrepresented in 
the clinic population: 10 per cent in the 
clinic and 31 per cent in the general popu- 
lation, Children between the ages of 5 
and 9 and between 10 and 14, were over- 
represented: 38 per cent in each age group 
in the clinic and 29 per cent and 26 per 
cent respectively in the general popula- 
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was a higher proportion of children be- 
tween 15 and 17 in clinics serving both 
children and adults. The difference with 
respect to the 15 to 17 year-olds is probably 
due largely to differences in intake policy; 
children’s clinics may be reluctant to accept 
patients in this age group because some 
may not be attending school and others 
may have problems which could be dealt 
with more appropriately in an adult clinic. 
Despite the differences between the two 
kinds of clinics, it is clear that there was 
gross underrepresentation of children 
under the age of 5 in both. 


TABLE 


Age distributions of children in the clinic samples and in the general 
population (in percentages) 


3180 children 
in 15 clinics 
serving 


3517 children 
in 51 clinics 
serving children 


Age Group children only and adults General population 
Under 5 10 8 31 
ee 38 29 29 
10-14 38 35 26 
15-17 13 27 14 
tion, Children between 15 and 17 were It is apparent from these age distribu- 


about equally represented in the clinic (13 
Per cent) and in the general population (14 
Per cent). 

For clinics serving both children and 
adults, children under 5 were also grossly 
underrepresented in the clinic population, 
While those between 10 and 14 and between 
15 and 17 were overrepresented; there was 
no difference between the clinic and the 
Seneral population for those between 5 and 
9. There were important differences be- 
tween the two types of clinics. There was 
a higher proportion of children between 5 
and 9 in the children’s clinics while there 


tion figures that secondary prevention is 
not, in fact, being practiced. If the impor- 
tance of early recognition and treatment 
of emotional disturbance is valid, it would 
seem that much greater efforts in com- 
munity education, using a variety of ap- 
proaches, should be made to reach parents 
of the preschool child. The pediatrician 
and family physician are key factors for the 
preschool child, as is the teacher for the 
child already in school, because they are in 
excellent positions to spot beginning mal- 
adjustment and to refer parents to the 
appropriate resource in the community. 
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Barriers in pastoral 


counseling research 


An increased acceptance of counseling by 
clergymen as a legitimate function of their 
profession is reflected in the shift from 
counseling as a round of pastoral calls to a 
More formal concept of a counselee’s seek- 
ing appointments in the minister's study. 
The setting has thus become similar to that 
of the psychotherapist. Most psychiatrists 
now know that many of the public turn 
first to a clergyman for help at a time of 
emotional travail. 

At the same time, there has been intensi- 
fication of efforts by physicians (in training 
Programs) to be certain that medical super- 
vision of pastoral counseling is used to give 
full protection to the patient. As a result 
of these trends, physicians and clergymen 
are making progress in increasing the rap- 
Port between the two professions. 

Yet there has been a dearth of research 
efforts directed towards explicitly delineat- 
ing areas and techniques in which an indi- 
vidual and/or society could best be helped 


by (a) the doctor (b) the clergyman or (c) 
both. Many specific areas suggest them- 
selves as worthy of such attention. Among 
these are: procurement of an autopsy, the 
fate of children whose parents are under- 
going divorce, family adjustment to a per- 
son committed to a mental institution, emo- 
tional preparation for surgery, pre-marital 
advice, resolution of mourning, problems 
of retirement, homosexual activity, adop- 
tion problems and anxiety concerning im- 
pending death. 

In general, the position of the medical 
literature is clearer on these points than is 
that of pastoral counseling literature. To 
find out the areas of possible collaboration 
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(or perhaps of solo activity), a group of in- 
vestigators sought to locate the position of 
the pastoral counselor. 

It was hoped that the study would clarify 
what counseling problems the minister 
handled and how he handled them. Also, 
it might indicate which problems the cler- 
gyman would be most likely to see, which he 
would be best able to handle and which he 
ought to refer elsewhere. Once such infor- 
mation was available, physicians and min- 
isters could better discuss the management 
of cases. Eventually, curricula could be 
developed which would reflect the tech- 
niques that might give better results. 

The basic investigating team consisted of 
a practicing psychiatrist, a hospital chap- 
lain and a pre-theological student. They 
framed questions germane to the accom- 
plishment of the task. These were: 

1, How many hours per week do you generally 

do counseling work? 

2. Do you feel that you have been trained suffi- 
ciently in pastoral counseling? 

3. Do you often seek psychiatric consultation 
about one of your members? 

4. How often have you referred a person to a 
psychiatrist, psychologist or social worker in 
the past year? 

5. Under what circumstances would you advise 
a church member to seek psychiatric help? 

6. Under what circumstances can you be more 
helpful than a psychiatrist? 


7. How can you best help a person who has been 
released from an institution? 


8. How do you get immediate psychiatric treat- 
ment for acutely ill persons? 


9. Have you any suggestions for preventive work 
in acute mental upset? 


10. Has any doctor referred a person to you in 

the past year? 

Further brainstorming sessions brought 
about a reduction in the number of ques- 
tions. Four questions were chosen which 
would allow data collection in all germane 
areas. 

As a pilot study, a telephone survey of 
ten ministers was made to see if the survey 
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might be fruitful. Eager approval, offers 
of cooperation and a lively interest in the 
results of the proposed study were quickly 
offered by the persons surveyed. 

Satisfied concerning the applicability of 
the study, the researchers proceeded to in- 
terview a large number of ministers. Two 
hundred practicing clergymen with a high 
level of theological preparation were to be 
sampled. Calling the questionnaire “Stud- 
ies in Pastoral Counseling” and stating 
clearly that the study was being done by 
the University of Oklahoma to obtain help- 
ful data in the realm of pastoral counsel- 
ing, the researchers asked their four ques- 
tions: 

1, How many hours per week do you generally do 

counseling work? 

2. Which problems in pastoral counseling do you 
deal with most frequently? 

3. What are the most difficult counseling prob- 
lems you handle in your church and commu- 
nity? 

4, State briefly how you handled the counseling 
problems that you listed. 

At the point of the actual administration 
of the tests, barriers began to become evi- 
dent. The researchers had planned to 
study eight denominations: Methodist, 
Baptist, Christian, Presbyterian, Nazarene, 
Episcopal, Roman Catholic and Church of 
God. Five groups declined to cooperate. 
They were the Presbyterian, Nazarene, Epis- 
copal, Catholic and Church of God. The 
Episcopal and Roman Catholic denomina 
tions gave the best initial cooperation but 
refused to carry it through. One denomi- 
nation, the Presbyterian, refused to partici- 
pate from the beginning. 

Most difficulties arose when individual 
ministers evaded the request to participate. 
Within the “Holiness” group of churches, 
men were found who were actively involved 
with the problems of individuals and who 
thus had an interest in cooperation, but the 
denominations turned down the project: 
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Barriers in pastoral counseling research 


This was the opposite of the situation with 
the churches which might be classified as 
more usually associated with higher eco- 
nomic and social classes. Thus, out of the 
eight representative groups chosen, only 
three would give permission for the survey 
to be administered. They were the Meth- 
odist, Baptist and Christian. 

However, when the survey was presented 
carefully to these ministerial groups, a sec- 
ond difficulty came to the fore. This was 
the failure of nearly two-thirds of those ac- 
cepting questionnaires to return their com- 
pleted forms, even though extra time was 
allotted to fill out the questionnaire. A 
pre-theological student had made arrange- 
ments with program leaders of each de- 
nomination for the questionnaires to be 
administered. It was thought that the stu- 
dent would be more acceptable than either 
a practicing clergyman or doctor. Also, he 
would have less bias than one of the inves- 
tigators. This student attended the reg- 
ular general clergy meetings of each de- 
nomination. At such a meeting, the church 
authorities provided time for the clergy to 
fill out the questionnaires. 

At the conclusion of the survey period, 
the researchers found themselves with 34 
out of a hoped-for 200 questionnaires. 
Then a third barrier became evident. The 
Tesponses failed, in large part, to elicit any 
information sought by the research group. 
Personal—perhaps “mental”’—hurdles had 
caused many respondents to give staccato 
answers such as “listen a great deal, refer 
to a psychiatrist, refer to a community 
agency, refer to others on the church staff,” 
‘non-directive approach,” “referrals,” “lis- 
‘ened and asked questions,” and “I have 
also worked with alcoholics in a fellowship- 
Prayer cell type situation.” While asserting 
that they listened, encouraged, advised and 
Save moral support, they were not inclined 
to share even a modicum of specific infor- 
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mation as to what they found or how they 
went about working on the problems they 
encountered, 

The only tangible information gathered 
in the survey was that little of the clergy- 
man’s counseling time (which averaged one 
full work day per week in this series) was 
spent with religious or sexual problems. 
The ministers indicated that the most fre- 
quent concerns were mental illness, alco- 
holism and marital problems. The answers 
indicated that alcohol and marriage prob- 
lems were the most taxing areas. But even 
these more cooperative responses were neg- 
ated by the smallness and terseness of the 
sample. Quantitative evaluation of these 
results was impractical. 

Out of this study, however, came an un- 
derstanding of some of the barriers facing 
those seeking to do research in pastoral 
counseling. These obstacles seem general 
to the situation and would seem to have to 
be considered even in well-planned re- 
search designs. The three major hurdles 
were first, getting the church's permission 
to study counseling methods, second, get- 
ting the minister to cooperate after his de- 
nomination had given permission and 
third, making use of the paucity of care- 
fully guarded material that the researcher 
does receive. 

In addition, two intrapsychic maneuvers 
were noted. The first was the combination 
of an early enthusiastic agreement to col- 
laborate coupled with a later intense, un- 
conscious unwillingness to do so. The sec- 
ond psychologic negotiation involved the 
vocational threat perceived by the clergy 
when any aspect of their calling is scrutin- 
ized. Both maneuvers are common in 
human affairs and have been noted in other 
research inquiries involving volunteers. 

In this situation, non-compliance seems 
to be generated by and composed of ele- 
ments of guilt, anxiety and omnipotence. 
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The respondent views the questionnaire 
(or more generally, the inspection of his 
vocation) as potentially damaging to him- 
self, He feels that the answers might re- 
flect his inadequacy or helplessness. Thus 
there is present abundant guilt over the 
subject matter handled in counseling ses- 
sions, over the formal training the minister 
feels he has had for such counseling and 
over the techniques he has used. This 
guilt is mixed with anxiety over the results 
obtained and the uncertainty concerning 
further complications in cases he has com- 
pleted. All this doubt is compounded by 
the awareness of a reduction in omnipo- 
tence, since the minister is forced to admit 
(particularly to a “competing” profession) 
that results are not all that one might want. 
If such feelings remained unchecked, there 
would be a serious undermining of his se- 
curity in his profession—and by extension, 
in this instance, in his faith in God. It 
would therefore seem necessary for the 
clergy to negate by inaction and non-com- 
pliance any involved consideration of these 
issues. Long and careful preparation by 
investigators would be needed to obviate 
this possibility. 

These same dynamic mechanisms are 
seen in the training of psychiatrists. One 
of the most difficult learning experiences is 
for the doctor to accept “lower therapeutic 
ambition.” This often involves teaching 
the young physician to handle his own feel- 
ings of guilt, anxiety and omnipotence in 
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regard to the patient. Perhaps the doctor's 
training in science is helpful in forcing him 
to make constant re-evaluation of his treat- 
ment efforts. 

The authors are continuing their investi- 
gations, since it is believed that the basic 
purposes described in this paper are im- 
portant to the work of both physicians and 
ministers in the cause of humankind. How- 
ever, the findings described in the initial 
study were such that this article is presented 
to remind others of some inherent difficul- 
ties in pastoral counseling research and 
theory. 


SUMMARY 


1. In an effort to discover in which areas 
psychiatrists and clergymen operate reci- 
procally, an attempt was made to survey 
the counseling done by 200 well-trained 
clergymen. A number of unexpected bar- 
riers, such as failure to get the official sup- 
port of the denomination or of an individ- 
ual clergyman within the denominations, 
resulted in replies from only 34 of 200 in the 
sample. All replies were astonishingly poor 
in quality. 

2. Some of the cultural, social and psycho- 
dynamic factors which contributed to the 
findings are discussed. In essence, it ap- 
peared that the highly educated clergy- 
man was disinclined to dwell on and share 
experiences which he perceived to be 5 
threat to his security system concerning his 
vocation. 
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Many disturbed parishioners seek counsel 
from their clergymen in an emotional 
crisis. 2 One report? indicates that as 
many as 42 per cent turned to a clergyman. 
Yet Hollingshead and Redlich + report that 
very few psychiatric referrals are actually 
made by clergymen. This held true for 
both neurotics and psychotics entering 
treatment for the first time in the New 
Haven area. The proportion of actual re- 
ferrals by clergymen probably does not ex- 
ceed five per cent. While obviously not all 
parishioners who seek out a clergyman dur- 
ing an emotional crisis need psychiatric 
treatment, the number of referrals made to 
Psychiatrists and psychiatric clinics does 
seem low, 

A number of factors influence a clergy- 
man’s decision to make or not to make a 
referral to a psychiatrist. One factor is the 
self-role concept of the clergyman, with spe- 
cific reference to the therapeutic setting- 
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Another is the clergyman's judgment of the 
severity of his parishioner’s problem and his 
appraisal of the nature of that problem, i.e. 
whether it is psychological or “moral.” Re- 
cently, I reported in this journal® some 
notable discrepancies between clerical and 
psychiatric concepts of the clergyman's role 
in the therapeutic setting and interreligious 
differences in attitudes and opinions about 
psychiatry and the causes of mental illness. 
J noted disagreements between psychiatrists 
and clergymen concerning the role of the 
clergyman in dealing with parishioners 
ee 
This research was supported in part by a University 
of Rhode Island Research Grant-in-Aid Number 
132-G and a Faculty Summer Fellowship. The au- 
thor wishes particularly to thank Gene Acuff and 


Gerald R. Leslie for valuable suggestions and con- 
structive criticisms of an earlier draft of this paper. 


Dr. Larson is associate professor at the Department 
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whose behavior patterns could be classified 
as abnormal or psychotic.* The clergymen 
were more likely to define their role as one 
of providing major therapeutic assistance, 
while psychiatrists were more likely to con- 
fine the role of the clergyman to either lim- 
ited assistance or making referral only. 
Catholic priests differed significantly from 
Protestant ministers in their role concep- 
tions and referral policies on two case his- 
tories in which sexual elements were prom- 
inent. Where sexual elements were not 
present, priests and ministers did not differ 
significantly.® 

On two batteries of statements, priests 
had slightly less favorable attitudes and 
more unrealistic opinions about the causes 
of mental illness than did several denomi- 
nations of Protestant ministers.® 

In 1963 a survey was taken of all the 
clergymen living in a New England state. 
Out of a total population of 949 clergymen, 
422 returned usable questionnaires. These 
questionnaires contained case histories, at- 
titudinal and opinion statements and items 
tapping psychiatric orientation and clerical 
background. 

The clergymen sampled constitute 44 per 
cent of the total clerical population in the 
state as of January, 1963. The responses do 
not constitute a random sample, and gen- 
eralization beyond the immediate respond- 
ents is hazardous. However, my evidence 
suggests that the respondents are probably 


* A panel of psychiatrists and clinical psychologists 
agreed that the term abnormal could realistically be 
applied to the case histories, although there was 
some disagreement about the term psychotic. 


} Although those clergymen who did not cooper- 
ate with the study were not interviewed, a com- 
parison between early returns and late returns 
showed no significant differences between the two 
populations in socio-cultural characteristics. This 
would suggest that the respondents are probably 
similar to the non-respondents. 
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very similar to the non-respondents in back- 
ground characteristics.+ 

Psychiatric orientation is influenced by 
formal education, i.e. access to academic 
views and attitudes germane to psychother- 
apy. One might expect a clergyman trained 
in the social sciences who has had formal 
course work in pastoral psychology and 
counseling to be more attuned to the psy- 
chiatric point of view. We have data indi- 
cating that Protestant ministers were more 
likely to be trained along these lines than 
Catholic priests. Ministers were more 
likely to have completed an undergraduate 
collegiate major in the social sciences than 
the priests—38 per cent to 7 per cent, Te 
spectively. In fact, 65 per cent of the 
priests earned undergraduate degrees in 
theology and allied areas in contrast to 29 
per cent of the ministers. In terms of 
course work in pastoral psychology and 
counseling, 46 per cent of the ministers had 
taken two or more semester courses while 
36 per cent of the priests had had similar 
training. p 

Because of the manifest differences M 
training, educational experiences will be 
controlled, along with several other back- 
ground factors, in evaluating differences 
between priests and ministers in their psy 
chiatric orientations. 3 

Clergymen, irrespective of religious afili- 
ation, differed significantly in their self 
role concepts from the psychiatrists’ pre 
ferred role for the clergyman in the 
therapeutic setting. The clergymen were 
asked to indicate how adequate they 
thought their overall training in dealing 
with emotionally disturbed parishioners 


had been. Priests differed significantly 
from ministers, with 41 per cent of a 
ade- 


priests feeling their training had been = 
quate while 30 per cent of the ministe 
expressed a similar point of view. Among 
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the Protestant denominations there was 
considerable variation, with ministers of the 
United Churches of Christ providing the 
fewest adequate training responses. 

When the clergyman’s training in pas- 
toral psychology was controlled, the differ- 
ence between priests and ministers was 
still significant. When, however, age, ma- 
jor in college and father’s education or 
father’s occupation were controlled, the dif- 
ference disappeared, 

About 50 per cent of the clergymen said 
that they liked to treat emotionally dis- 
turbed parishioners. There was, however, 
no significant difference between ministers 
and priests. Yet priests were more likely 
to be satisfied with their treatment of emo- 
tionally disturbed parishioners than were 
ministers. 

When the clergyman’s training in pas- 
toral psychology, his age, and major in col- 
lege or father’s occupation was controlled, 
the difference between priests and ministers 
was still significant. Only when father’s 
education was controlled did the significant 
difference disappear. 

Both priests and ministers felt that the 
Tesults of psychiatric treatment were gen- 
erally favorable, although a few were 
undecided due to lack of adequate informa- 
ton. In general, both groups had favor- 
able impressions of psychiatrists. Only 13 
Per cent indicated that their impressions of 
Psychiatrists were unfavorable and an addi- 
tonal 25 per cent were undecided. About 
One-third of the clergymen felt that the in- 
Sttutionalized care given to mental patients 
Was adequate; 38 per cent thought it was 
inadequate and 29 per cent were unde- 
cided. There were no significant differ- 
ences between priests and ministers on 
these items, 

About three-fourths of the respondents 
felt that it was difficult for a clergyman to 
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treat an emotional problem, given the usual 
limitations of time and finances. Eight per 
cent, however, said that it was easy. These 
respondents were more likely to be priests 
than ministers. Twenty-four per cent felt 
that the treatment of emotional problems 
should be a major part of the clergyman's 
job. On this item, ministers and priests 
differed significantly. Thus, 61 per cent 
of the priests asserted that it should be a 
minor part while only 45 per cent of the 
ministers felt treatment should be a minor 
part of their role. There was considerable 
consensus among the different Protestant 
denominations. 

When the various background variables 
were controlled for possible impact, the 
difference was still significant. In fact, 
when as many as three variables were con- 
trolled simultaneously, priests still differed 
significantly from ministers. Priests were 
more likely to conceive of the treatment 
process as a minor part of the clergyman’s 
role. On the other hand, they were more 
likely to have perceived an increase in psy- 
chiatric problems during the years of their 
service in the community. Sixty-four per 
cent of the priests reported an increase 
while 49 per cent of the ministers reported 
a similar increase. There was a 23 point 
percentage spread among the Protestant de- 
nominations, with Baptist ministers most 
likely to have reported an increase while 
the Methodist ministers were least likely 
to have reported an increase in psychiatric 
problems in the community. 

When age, father’s education or father’s 
occupation was controlled, the difference 
between priests and ministers was not sig- 
nificant. Only when the major subject in 
college and training in pastoral psychology 
were controlled did the difference remain 
significant. 

Both priests and ministers generally felt 
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that the public's attitudes towards the men- 
tally ill had changed in their community 
since they had started their service. 
Seventy-five per cent of the clergymen re- 
ported that attitudes towards the mentally 
ill were now more accepting. Only 2 
priests in the total sample reported a less 
accepting attitude in their community. In 
conjunction with the favorable change in 
attitude, 57 per cent of the clergymen indi- 
cated that (judging by the people they see) 

ishioners in their community were now 
more able to recognize emotional factors 
in their own illnesses than when the clergy- 
men first began their service. Forty-one per 
cent reported no change in ability on the 
part of the parishioners to recognize emo- 
tional factors in their own illnesses. On 
these two items the differences between 
priests and ministers were not significant. 

Ninety per cent of the respondents stated 
that they, the clergy, had become more 
aware of emotional problems in their com- 
munity during their years of service. 
Again, the difference between priests and 
ministers was not significant. 

Priests were more likely to think that ad- 
ditional time should be allotted to psy- 
chiatry in the seminary programs—84 per 
cent of the priests and 75 per cent of the 
ministers expressed this view. It should 
be recalled, however, that 46 per cent of 
the ministers and 36 per cent of the priests 
had completed two or more semester 
courses in pastoral psychology. The fact 
that ministers had more formal training 
may account for the 9 per cent differential 
between ministers and priests on the need 
to allot additional time to pastoral counsel- 
ing and psychiatry. 

When the clergymen were matched on 
training in pastoral psychology, as well as 
all the other control variables, the dif- 
ference between priests and ministers was 
not significant. 
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Many emotionally disturbed parish- 
ioners turn to their clergymen during an 
emotional crisis. Gurin, Verof and Feld* 
report that 42 per cent of their national 
sample did so. Obviously then, by choice 
or by chance, the average clergyman will 
come into contact with the mentally ill dur- 
ing the course of his parish work. The fact 
that there are some 350,000 ordained clergy- 
men, of whom 235,000 are active in parish 
work (far more than the combined number 
of psychiatrists and clinical psychologists), 
may readily account for the large number 
of persons with emotional or psychological 
problems turning to a clergyman. 

Unfortunately, however, most of these 
clergymen have not been adequately 
trained to cope with emotional problems— 
at least they have not received specialized 
training. McCann? estimates that only 
about 8,000 clergymen have had some form 
of clinical pastoral education during theo- 
logical school or since ordination. He also 
reports that there are only 73 pastoral 
counseling centers in this country. These 
facts suggest that many clergymen, unless 
they seek outside assistance from clinical 
psychologists or psychiatrists, must rely, in 
large measure, upon their own judgments 
without benefit of the psychiatric com 
munity. On the other hand, it should be 
noted that a clergyman’s not having had 
formal work in pastoral psychology or 
counseling does not necessarily mean that 
he has been sheltered from psychiatric 
views. 

As reported in two previous papers“ 
clergymen differ significantly from psychia- 
trists in their conceptions of the role the 
clergyman should play in the therapeutic 
setting. Clergymen are more likely to ai 
their function as that of providing majo" 
assistance while psychiatrists are more 
likely to define the role of the clergyman as 


one of making referrals only, or of provid- 
ing only limited assistance. 

Ministers were more likely than priests 
to view the treatment of emotionally dis- 
turbed parishioners as a major part of the 
dergyman’s job. 

Priests, however, were more likely to 
have perceived an increase in psychiatric 
problems in the community than were 
ministers. This difference may be the re- 
sult of an actual increase in emotionally 
disturbed parishioners among those seek- 
ing a priest, or simply an increase in aware- 
ness on the part of the parties of existence 
of psychiatric problems in the community. 
When asked if they thought that their 
awareness’ of emotional problems had 
changed during the years of their ministry, 
however, there was no difference in the re- 
sponses from priests and ministers. 

Priests were more likely to feel that more 
time should be allotted to psychiatry 
in the seminary training. When priests 
and ministers were matched on the extent 
of training in pastoral psychology, how- 
ever, this difference disappeared. The ini- 
tial difference between priests and minis- 
ters was a function of the disproportionate 
number of ministers, in contrast to priests, 
Who had had considerable course work in 
Pastoral psychology or counseling. 

The only difference between priests and 
ministers which held up under all control 
conditions was the feeling on the part of 
the priests that the treatment of emotional 
Problems should be a minor part of the 
clergyman’s job. This particular finding 
came as a surprise in view of the dispro- 
Portionate number of priests who had 
“ewed behavior patterns containing sexual 
Clements as falling at least partly within 

eir jurisdiction because they defined such 

havior as immoral.5 Ministers and 
Priests differed on the two case histories 
"volving sexual matters. Priests had a 
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tendency to point out the possibility that a 
moral issue was involved and that one 
ought to be careful because some psychia- 
trists’ ethics are in disagreement with the 
teachings of Christ.* 

These differences between ministers and 
priests could be a function of any one of 
or a combination of selective recruiting, job 
socialization and the demands of clientele. 
The data suggest that both selective recruit- 
ing and job socialization do operate to pro- 
duce these differentials. Priests come from 
different backgrounds than ministers, 
Priests are more likely to have spent con- 
siderably more time in an urban environ 
ment and to be the offspring of foreign- 
born parents of low economic status than 
are ministers. In terms of job socialization, 
ministers are more likely to have had 
course work in pastoral psychology and 
counseling, and to have had a college 
undergraduate major in psychology, sociol- 
ogy or the humanities than are priests. 
Priests are more likely to have majored in 

ilosophy or theology. 

Bee i ao enact ae pec 
clientele of these clergymen in this study. 
It seems reasonable to assume, however, 
that what the clergyman does and thinks is 
dependent on his clientele. It may be that 
priests in this study systematically deal with 
lower income families while ministers deal 
with middle income families. Other studies 
suggest this kind of class difference be- 
tween Catholics and Protestants.® There is 
no reason to expect the class composition 
of the congregations of these clergymen to 
differ from the general pattern in New Eng- 
land. 


SUMMARY AND CONCLUSION 


1. The present study has been concerned 
with the psychiatric orientations of clergy- 
men, with particular emphasis on the 
clergyman's past experiences in dealing 
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with psychiatrists, mental institutions, emo- 
tionally disturbed parishioners and on his 
conception of his training in dealing with 
emotionally disturbed parishioners. Our 
final sample consisted of 403 clergymen 
who responded to a 12-page mailed ques- 
tionnaire in the spring of 1963. 

Priests differed systematically from minis- 
ters on five items regarding psychiatric 
orientation. When, however, various con- 
trols are applied, the differences generally 
become nonsignificant. The differential 
training experiences in the seminary as well 
as the different cultural and social back- 
grounds from which the two samples come 
account (in large measure) for differences 
between priests and ministers. 

The data suggest considerable variation 
among Protestant denominations. These 
differences were not highlighted in the 
present paper because of the many small 
samples. 


REFERENCES 


1. Woodward, Julian L., American Sociological Re- 
view, 116:446 (August, 1951). 

2. Gurin, Gerald, Joseph Veroff and Sheila Feld, 
Americans View Their Mental Health, New York, 
1960, Basic Books, 

8, Ibid., p. 307. 

4, Hollingshead, August B. and Frederick C. Red- 
lich, Social Class and Mental Illness. New York, 
1958, Wiley, pp. 186-7. 

5. Larson, Richard F., MENTAL HYGIENE, 49:56 
(Jan., 1965). Also, see Richard F. Larson, Social 
Problems, 11:419 (April, 1964). 

6. Ibid., p. 424. 


7. McCann, Richard V., The Churches and Mental 
Health. New York, Basic Books, 1962, p. 81, 

8. Op. cit., p. 426. 

9. Bogue, Donald J., Religious Affiliation, in The 
Population of the United States. Glencoe, Illinois, 
1959, Free Press, pp. 688-709; also see Hadley 
Cantril, American Journal of Sociology, 48:574 
(March, 1948), and Bernard Lazerwitz, Journal 
of the American Statistical Association, 56:568(Sept 
1961). 


M. K. DISTEFANO, JR., M.A., PINEVILLE, LA. 
MARGARET W. PRYER, M.A., PINEVILLE, LA. 


Evaluating thie training 


of psychiatric attendants 


The National Institute of Mental Health 
has manifested a great deal of interest in 
inservice training programs for attendant 
employees by awarding substantial in- 
service training grants to selected state hos- 
Pitals. Such grants should result not only 
in increased emphasis on inservice train- 
ing programs, but in a greater demand 
for evaluating the effectiveness of these 
Programs. And, as Quay 7 has stated, the 
€xpense and time involved in training 
makes the need for assessment a very prac- 
tical one. 

Distefano and Pryer! point out two 
Major issues in assessment. One concerns 
the criteria employed and the other in- 
volves the research design. The need for 
improved criteria has been discussed by 
Shotwell, Dingman and Tarjan.$ Possible 
Tesearch designs have been described by 
McGehee and Thayer. There is, at 
Present, very little sound research available 
to assess training effectiveness. It seems 


that studies employing most of the re- 
search designs and criteria could be of 
value in contributing to our present knowl- 
edge. The present paper describes (1) two 
types of criteria: job performance ratings 
and standardized tests, and (2) two types of 
designs. The types of attendant training 
chosen for study were a basic nursing and 
orientation course and a supervisory train- 
ing class. The design used for the former 
involved comparative measures on matched 
groups, and for the latter, repeated meas- 
urements with supervisory trainces. 


BASIC TRAINING AND RATED 
JOB PERFORMANCE 


The purpose of the first study was to de- 
termine how much influence the basic at- 


The authors are staff psychologists at the State 
Hospital, Pineville, La. They here record their 
thanks to Mr. David Rice, who collected the data 
used in this report, and their gratitude to Mrs. 
Mary Poe, Director of Nursing, whose cooperation 
was indispensable in this study. 
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tendant training course had on rated job 
performance. A training class of fourteen 
attendant employees (six were males) was 
selected for study immediately following 
completion of the basic training course. 
The basic “Introduction to Nursing Care” 
involved ten weeks (two hours per day, five 
days a week) of training. The fourteen 
employees receiving training served as the 
experimental group. A control group of 
fourteen employees was selected from a 
list of employees who had not yet received 
the initial training course. The control 
subjects were matched with the experi- 
mental group on the basis of sex, length of 
employment and intelligence score on the 
Otis Employment Test. Both the control 
and experimental groups had a mean length 
of employment of 4.6 months. The mean 
raw score on the Otis was 51.9 in the ex- 
perimental group and 53.4 in the control 
group. Data analysis (t-tests) revealed that 
the groups were adequately matched. 

Both the experimental and control 
groups were rated by their supervisors on 
the Aide Performance Evaluation Scale 
(APEV) ? at the end of the training pro- 
gram. One supervisor was carefully se- 
lected for each employee to make certain 
that the supervisor had thorough knowl- 
edge of the employee's work. Seventeen 
raters were used and each evaluated from 
one to six attendants. Two weeks after 
the initial ratings the same supervisors 
were asked to rate these employees a sec- 
ond time. The intra-rater reliability for 
the 28 pairs of ratings was 0.97. 

The training group received slightly 
higher total APEV ratings than did the 
control group (means were 68.8 and 67.8, 
respectively). However, the difference be- 
tween the two groups was not statistically 
significant. A further comparison of the 
two groups was made on the subscales (at- 
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titude toward supervision, high level skills, 
motivation, empathy), but again no statis- 
tical significance was obtained. The pres 
ent study suggests no significant relation 
between basic training and rated work per- 
formance. However, caution is needed in 
interpreting this. In the first place, train- 
ing might have long-range influence on 
ratings, yet have no significant initial effect. 
In the present study, an evaluation of long- 
range effectiveness was not possible because 
some members of the training group en- 
tered advanced training and members of 
the control group entered basic training. 
Such administrative necessity makes it very 
difficult to evaluate long-range effects. 
Moreover, supervisor's ratings are only one 
criterion of job performance, and initial 
training may show some measurable effect 
if other criteria are used. 

When Otis scores were correlated with 
total APEV ratings, a correlation was ob- 
tained which was significant at the 5 per 
cent level (two tailed test). The writers 
have previously found a significant rela- 
tionship between intelligence and achieve 
ment performance in a training program. 
The correlation between age and rated per 
formance in the present study was not sta 
tistically significant. Since intelligence 18 
significantly correlated with both rated job 
performance and training course perform- 
ance, it appears to be a variable that must 
be considered when attempts are made to 
assess training effectiveness. 


SUPERVISORY TRAINING AND HUMAN 
RELATIONS KNOWLEDGE 

In the second study, 18 psychiatric aides 
participating in a supervisory training 
course were used as subjects. The course 
(entitled “Principles of Supervision and Ad- 
ministration in Nursing Service”) was de- 
signed to prepare psychiatric aides for su- 
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pervisory jobs. A very large proportion 
of the aides completing the course are 
placed within a short time in supervisory 
jobs. The course was given by the hos- 
pital’s Director of Nursing. Its purpose is 
to teach both advanced nursing procedures 
and supervisory principles. It involved 13 
weeks of classroom lectures and demonstra- 
tions (two hours a day, five days a week). 
In addition, clinical follow-up of the par- 
ticipants was made by attendant supervi- 
sors. Prerequisites for the course included 
high school education, successful comple- 
tion of two previous training courses and 
two years of psychiatric aide experience. 

Form A of the “How Supervise?” test? 
was administered to the 18 trainees before 
and after the training program. The “How 
Supervise?” was designed to assess knowl- 
edge and insight concerning human rela- 
tions in an industrial situation. The be- 
fore-after scores of the trainees on the test 
were studied to determine if there was a 
Significant gain in human relations knowl- 
edge as a result of the supervisory training. 
The total test was scored in the manner 
prescribed in the manual, which included 
a number of items not particularly appro- 
priate for the mental hospital setting. The 
mean raw score before training was 30.6 
and the mean raw score after training was 
47.7. A Lindquist treatment x subjects analy- 
sis * revealed a significant replications effect 
beyond the .01 level of confidence. Follow- 
ing this, 50 items were selected from the 
How Supervise?” which seemed most ap- 
Plicable to attendant supervisory employees. 
These items were then scored 2-1-0, where 
2 points were given for the correct response, 
one for undecided, and zero for the incor- 
rect response. The mean score before 
taining was 71.2 and the mean score after 
training was 76.9. Analysis of these data 
revealed significant performance change at 
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the .01 level. In general, the analysis sug- 
gested a significant improvement in hu- 
man relations knowledge as a result of a 
supervisory training course for psychiatric 
aide employees. 

Further study of the “How Supervise?” 
was made with the 50 select items admin- 
istered at the end of the training program. 
The aim was to determine how this meas- 
ure of human relations knowledge was re- 
lated to rated job performance, achieve- 
ment, grade average in the training course 
and the instructor’s overall evaluation of 
the trainees. A Pearson product-moment 
correlation of zero was found between the 
“How Supervise?” and rated performance 
on the APEV scale. The “How Supervise?” 
correlated only .01 with classroom grade 
point average. The instructor's evaluation 
was obtained by having the Nursing in- 
structor place the trainees into high and 
low performing groups based on her over- 
all impression of their total training per- 
formance. The biserial correlation of .22 
between the “How Supervise?” and the in- 
structor’s evaluation was not statistically 
significant. Mean “How Supervise?” scores 
for the high and low performance were 
78.1 and 75.7 respectively. Although the 
correlations with the “How Supervise?” 
were not statistically significant, there was 
considerable restriction in range in the 
“How Supervise?” scores obtained at the 
end of training. Similar attenuation was 
evident with the APEV ratings and grade 
point averages. Furthermore, the class- 
room instructor pointed out that there 
were very small differences between the 
high and low groups she evaluated. 


SUMMARY 


The aim of this research was to evaluate 
the effects of two types of psychiatric at- 
tendant training. A basic or introductory 
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training course was studied using supervi- 
sory ratings of job performance as the 
criterion. No significant differences in su- 
pervisory ratings after the training period 
were found between the training class and 
a control group, although the training 
group was rated somewhat higher. In the 
second study, a supervisory training course 
for psychiatric attendants was evaluated 
using a measure of knowledge of human 
relations as the criterion, Performance on 
the “How Supervise?” test provided the 
criterion measure before and after the su- 
pervisory training course. Analysis of the 
before-after scores revealed a statistically 
significant gain in human relations knowl- 
edge. 

At this time it seems that various types 
of training programs (supervisory, non- 
supervisory, short courses, long courses and 
so on) should be studied using a variety of 
criteria. Such research should begin to 
provide some basic knowledge about at- 
tendant training from the standpoint of 


350 


understanding the training process itself 
and evaluating its effects on employee 
behavior. 
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England’s Caldecott community: 


environmental therapy and 


Enthusiastic supporters of environmental 
(or “milieu”) therapy would lead one to 
believe that the recent emphasis on the 
therapeutic value of the milieu is a new 
and revolutionary discovery. But as Barn- 
ard! says, environmental manipulation is 
nothing new in psychiatry. During the 
time of the pagan temples dedicated to 
healing, efforts were made to provide an 
atmosphere of beauty, encouragement and 
hope. Patients in an ancient asylum in 
Cairo were entertained daily with a musical 
concert, A millennium later, another in- 
stitution in Cairo provided its patients 
with dancing, skillful story-tellers and 
light comedy. A patient discharged as re- 
Covered was given five gold pieces. How- 
‘ver, serious thought was not given to 
Manipulating the environment to meet 
Conscious and unconscious needs until 
Ernst Simmel, in 1927, established the 
World’s first psychoanalytic sanitarium in 
Tegel, Germany. In 1931, he was forced 


its treatment orientation 


to close his hospital because of the ex- 
panding Nazi movement and increasing 
economic difficulties. 

As Redl? says, even classical psychoanal- 
ysis did not neglect environmental or 
milieu influences. The original descrip- 
tions of the conditions for a Freudian 
psychoanalytic hour clearly reflect the im- 
portance of environmental manipulation. 
The ritual of interaction between patient 
and therapist is precisely circumscribed. 
Even “small details” such as the bodily 
position of the patient or the placement of 
the analyst's chair are of great importance. 
We are told that the office should be free 
from disturbing noises; that there should 
be little opportunity for patients to meet 
each other upon leaving or entering the 
office. An absolute requirement is that 
there should be minimum social contacts 


This paper was presented at the German Lisle 
Seminar in August, 1963. 
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betwen therapist and patient. Obviously 
classical psychoanalysis recognized the 
dynamic significance of manipulating the 
external social environment. 

Having worked as a psychologist in sev- 
eral child guidance clinics in the United 
States, I have become acquainted with 
many agencies that care for deprived and 
emotionally disturbed children, Although 
I have been impressed by a few of them, I 
never experienced the excitement, surprise 
and satisfaction that I felt when I visited 
the Caldecott Community in Ashford, Eng- 
land. There I was immediately impressed 
with the faces of the children with whom 
I became acquainted. Their facial expres- 
sions did not communicate fear, deep in- 
security or physical deprivation. Instead, 
they were the faces of happy and confident 
children. Toward the end of my first day 
at the Community, it became evident that 
Miss Rendel (founder of the Community) 
and her staff had evolved a potent and 
human formula for synthesizing freedom 
and mature order in a children’s world. 
Miss Rendel told me of a Home Office 
Inspector who remarked, “I like visiting 
the Caldecott Community because the chil- 
dren talk to one as man to man.” This 
statement well reflects the independence, 
confidence and respect that the youngsters 
at the Community feel toward themselves 
as well as towards adults. 


WHO ARE THE CALDECOTT 
CHILDREN? 


Since the last World War, an increasing 
number of broken or problem homes have 
emerged in England. Caldecott children 
are from homes where partial or total 
disintegration has already occurred. These 
children have suffered varied forms of in- 
security. They come primarily from one 
of the following categories: 
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-Children from homes where there is perma- 
nent or frequent discord without open rupture, | 
Many in this group are from “respectable 
homes” where the healthy family life is only 
“skin deep.” 
2.Children of parents who are divorced or 
separated. j 
3. Children of psychoneurotic or emotionally dis- 
l 


abled parents. 
4. Children born out of wedlock. 


Children from these varying types of 
disrupted backgrounds have the common 
heritage of suffering and of having been 
frequently devalued. When they arrive at 
the Community, they are often rebellious 
and aggressive towards all adults. Many 
show physical symptoms such as asthma, 
acidosis, enuresis, food difficulties, nail- 
biting, thumb-sucking and other indica- 
tions of unrest and unhappiness. 

The Community presently has 120 chil- 
dren in its care. There are four principal 
groupings. The nursery group includes 
children from infancy tò about seven yeaa 
of age. They live in a separate building 
on the grounds. The second group 18 
known as Junior Study, which includes 
children up to nine years old. The Senior 
Study is for children up to eleven yan 
of age. After the age of eleven, a child's 
life at the Community alters considerably. 
At this time the child takes the examina- 
tion set by the county education authori- 
ties for entrance to secondary school. De- 
pendent on the results of this examination 
is the type of school chosen for each child: 
modern, secondary or grammar. In 1957 
a family group annex, “The Paddocks, 
was opened to provide a background for 
a few children unable to accept life 10 
the larger social environment of the Com- 
munity. The intimacy of life at Paddocks, 
combined with the daily contact an = 
primary school at the Community, make’ 
an easy bridge for some of the more foe 
ful children, who when they reach adoles 
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cence are emotionally secure enough to 
join the larger units at the Community 
itself. 


RESPECT FOR INDIVIDUALITY 


Life at the Community rests upon an un- 
faltering belief in the importance of the 
child’s “own struggling individuality.” De- 
valued children instinctively grab for them- 
selves anything (such as attention, affec- 
tion, toys, food or money) which may les- 
sen their affect hunger. The retarded child 
may sink into a grudging or depressed 
acceptance of his fate. The aggressive 
and often intelligent child may revenge 
himself upon society by aggressive acting- 
out. The first step in helping these de- 
valued children is to communicate under- 
standing and respect for the child as he 
is, with all his limitations and distress. 
If the child is to know any happiness and 
feelings of worth, he must first perceive 
that as an individual he is valued for his 
own sake, whatever kind of person he may 
be. The child must not merely be accepted 
as a social being in proportion to his 
ability to conform to certain approved 
standards of conduct. In some cases it is 
a long time before a child can accept any 
mature and understanding affection. The 
devalued child may even rebel against 
direct attempts to gain his confidence. 
But being loved does slowly sink into his 
Consciousness and gives, at first, a dim 
Perception of the possibilities of security. 
That is, the child begins to sense that life 
is no longer trying to cheat him and that 
he will not be asked to face it again with- 
out help. The more intimate and under- 
Standing the communal life which a child 
can share, the greater the opportunity for 
him to escape from the prison of egotism 
and self-pity which makes him a burden 
to himself and which alienates him from 
Other persons. The consistent and mature 
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background of communal life is the founda- 
tion that will help to lessen the child's fears 
and give him renewed respect for the adult 
world which has often failed and rejected 
him. 

Many children who have been damaged 
by neglect or insecurity find themselves 
able (when the time comes) to leave the 
Community unhandicapped by their early 
misfortunes, Initially restless children 
often settle down and quickly feel at home 
here. Why? Sir Alexander Maxwell sug- 
gests that these good results come from the 
fact that all of the Community's staff are 
imbued with a strong respect for each 
child’s struggling individuality. 


RESPECT FOR THE ORDERLY 
PATTERN OF LIFE 
Miss Rendel has a story that she frequently 
tells visitors. During the First World War 
years, the Community fell under the “spell” 
of Maria Montessori. The staff ignorantly 
misinterpreted Madame Montessori’s meth- 
ods of teaching and her concept of “free- 
dom for the child.” They allowed the 
children to wander over the countryside, 
where they were often destructive and a 
nuisance to local farmers. There was lit- 
tle formal discipline and a restless, almost 
chaotic group of children dominated the 
Community. The situation reached a 
climax after an anxious, quarrelsome day 
when a small boy of nine put his head 
around the door of Miss Rendel’s sitting- 
room and angrily stated, “You seem to 
forget, Miss Leila, that we are young and 
that you are here to look after us!” From 
this child’s fearless approach to an adult, 
the staff gained valuable insight. They 
then perceived their own blindness in not 
sensing that some form of control is needed. 
to make a happy community of children. 
Experience has taught the Caldecott 
Community's staff that any form of com- 
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munal living must contain elementary by- 
laws designed for the safety and conven- 
ience of the household. In the Community 
children learn that other people's property 
must be respected, other persons’ con- 
venience must be recognized and that 
safety laws must be accepted by all. Miss 
Rendel knows that there is no exact 
formula for developing methods that 
allow freedom for the individual, yet order 
for the Community. A middle path is 
sought, down which a child may walk with 
pleasure to himself and no undue harm 
to others. 

Punishment for aggressive acting-out 
plays a very small part in the community. 
However, it is still used on occasions. Small 
penalties of the “cause and effect” type are 
given to the younger children. A common 
one is early bedtime for persistent talking 
at night when lights are out, when children 
should be sleeping. There is no corporal 
punishment at the Community. The staff 
learned that punishment for serious moral 
offenses and aggressive acting-out is often 
ineffectual. However, for many children 
who are guilt-ridden and anxious, non- 
corporal punishment of the “privilege- 
denial” type may lessen anxiety and give 
a sense of relief. 

The positive value of play activities for 
the youngsters is well recognized. Nursery- 
age children have ample space for outdoor 
play, opportunities for endless games on 
grass and old tree logs, in water in the 
paddling pool and sand in the sand-pits. 
There is a donkey for walks on the beauti- 
ful Mersham-le-Hatch estate, a cat, a canary 
and a sad-eyed old dog who is a cherished 
part of the Community. Junior and senior 
age children have wonderful times playing 
“football,” frequent week-end camping 

outings, horse riding, painting, wood-work, 
listening to or making music and at dances. 
Every encouragement is given to adolescent 
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boys and girls to have joint acti 
leisure time interests—dancing, 
record concerts. Although the 
social activities is recognized, the 
perceives the value of the child ha 
responsibility for performing 
duties. After breakfast, those over 
years of age join the Community how 
work. Each child works with a m 
the staff, sweeping, dusting, polishin 
doing similar chores. This period affor 
an invaluable opportunity for pen 
contacts. Many friendships are made an 
sealed over the sink or the electric polis 
Junior and senior girls are pa 
encouraged to bring order to their exi 
ences. Their rooms, closets and personi 
belongings were in perfect order. 
the evening, while the boys played 
ball,” the girls were reading, sewing, 
ing with their pets and listening to re 
A consistent character-trait of the boys am 
girls was their politeness and courtesy. H 
respectfulness shown toward adults was m 
overly formal and distant in quality. = 
was a spontaneous, friendly and confide 
part of the character-development of 
children. 

Although there are rules and beh 
regulations to which Caldecott 
children are expected to conform, the Co 
munity is a place where there is no 
to fear and nothing to hide. Miss 
knows that conforming to a “way of lil 
does not necessarily give permanent me 
health to the child. When the routine § 
any community is so “foolproof” thal 
does not offer opportunity for non-coP 
ing forms of expression, it is des 
and useless. Only when opportuni 
help is at hand, from an unders 
and friendly adult, can the Comm 
hope to bring a sense of security and ¢ 
to the existence of the child. Any 
responsible for devalued and distur® 
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children must be prepared to face and ac 
cept without undue anxiety many mani- 
festations of anti-social or non-conforming 
behavior. 


WHAT IS THE COMMUNITY'S 
FORMULA? 


During our farewell conversation, Miss 
Rendel emphasized that she could not offer 
an explicit formula for attempting to syn- 
thesize freedom and order in a children’s 
world. The aim of the Caldecott Com- 
munity staff has been to recognize the 
rights of each child to his own personality 
and to approach him through such chan- 
nels and through such people as he would 
accept, while at the same time upholding 
a structure of communal life which could 
provide a background of security in which 
the child could grow. Only by long ex- 
perience, careful observation of each child, 
quick assessment of any immediate situa- 
tion which may make for disharmony and 
good judgment on the relative value of 
the crises involved, can a staff hope to re- 
tain individual freedom and at the same 
time maintain some pattern of external 
order for the group. Rejected and dis- 
turbed children newly admitted to the 
Community quickly begin to acquire a 
feeling of belongingness to the family. 
This is a reflection of the maturity of the 
staff and their respect for and genuine love 
of the children. The success that the Com- 
munity has experienced in rescuing a 
child's personality from a welter of con- 
fused or tragic difficulties has been, in a 
large measure, the result of the constant 
Vigilance and “awareness” of a staff which 
‘neither sought personal satisfaction nor 
looked for quick results.” 

Bettelheim and Sylvester ® point out that 
When distorted growth processes can be re- 
capitulated within the benign setting of the 
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Environmental therapy has proved a suc 
cess at the Caldecott Community because 
of the results it achieves in promoting 
growth and new integration in a child's 
world which was once confused, rejecting 
and fearful. 


CONCLUSIONS 


More research is needed to increase the 
social scientist's understanding of environ 
mental therapy, how it operates, how in- 
dividuals influence it and how the en- 
vironment influences individuals. Red! * 
emphasized that rather than study the en- 
vironment or “milieu” as a rigid structure, 
clinical researchers should focus more at- 
tention on what experience a given em 
vironment produces or makes possible 
within a child, and what a particular child 


has experienced in its utilization of en- 
vironmental therapy is highly related to 
the competence of its staff and their social 
value system—attitudes, motives and stand- 
ards, Other hypotheses could be formulated 
to account for the Caldecott Community's 
successful utilization of environmental 
therapy. It is primarily from scientific 
study of the social scientist's clinical 
hunches that meaningful and creative in- 
sight develops. 
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185 years in a state hospital 


“Hence, loathed melancholy, 
Of Cerberus and blackest midnight born, 


In Stygian cave forlorn... 
—John Milton, L’Allegro 


Is melancholy not pessimism personified to 
the dimension of infinity? Our little story 
does not claim precise, scientific exactitude, 
whatever that may mean in the various 
streams of the philosophy of science. It 
does, however, involve the belief systems 
of ward treatment staffs, which we feel are 
the sine qua non of recovery and treatment 
programs, regardless of tranquilizers, group 
therapy, individual therapy, electric shock 
or rehabilitation programs. And it is this: 

If the belief system of the ward staff and 
therapist, collectively and individually, is 
not one of highly optimistic hopefulness— 
positive not merely in words, but in the very 
marrow of one’s bones—no effective ther- 
apeutic results will ensue. This is regard- 
less of how much one knows intellectually 
about the theories of psychotherapy with 


Dr. Cowan is staff physician at Metropolitan State 
Hospital, Norwalk, Calif. Miss Malone and Mr. 
Sussman are senior psychiatric social worker and 
ward psychologist, respectively. 
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schizophrenics or what verbal know-how 
one has regarding the therapeutic commu- 
nity. For it is in one’s behavior and ex- 
pressed attitudes, including all the subtle- 
ties of the vast range of sub-vocal behavior, 
that this positive belief system must be 
manifest. It must become a felt experience 
of the patient if any social recovery is tO 
ensue. Such is our own voodoo and be 
lief system. 

And yet we find a priori pessimism, eve? 
before a move has been made to help @ 
patient. Unfortunately, this is still A 
prevalent. How can a person be helped, 
if with the tentacles of his sensitivity (esp®- 
cially the kind the schizophrenic possesses) 
he perceives only hopelessness? 

The 185 years in the title refers to pi 
time spent collectively in a state hospita 
by 20 people on our service. The ei 
was 35 years to 5 years. All of them havi 
now been out more than 2 years, and are 


getting along on one level of satisfaction or 
another. 

There is Mr. B, now in his 60’s, who was 
in the hospital for 35 years. Today he is 
in family care, enjoying a modest living 
and a social and recreational life. There 
is young G who came to us when he was 
only 15, missing crucial educational years, 
who is now beginning to attend night high 
school and is getting some part-time work 
from time to time. 

There is Anthony, a brilliant pre-phar- 
macy student when he broke down, who 
could only say “I’m dead, I’m dead” when 
we first encountered him. After ten years in 
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the hospital, interestingly enough, he has 
been working in a drug store. Recently he 
began paying for his own room and board 
at the family care in which he was placed. 

Only recently in journals and personal 
discussion have professional people felt less 
anxious in talking about the institutional- 
ization syndrome and chronicity, about the 
“chronic attitudes” of some staff people 
and their lack of hopefulness and faith. 

Our experiences have been rich enough 
to prove again the statement often taken 
for granted or given lip service, “Nothing 
is hopeless.” Unless it be a hopeless atti- 
tude, 
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Work as a therapeutic tool 
in the state mental hospital 


One of the main problems in the rehabili- 
tation of hospitalized mental patients is in 
the area of work and vocational prepara- 
tion. This paper will discuss some of the 
approaches to these problems being util- 
ized at Medfield (Mass.) State Hospital. 
Work is the measure of success in every- 
day life. It is a positive technique in bind- 
ing an individual close to reality, for in his 
work he is securely attached to a part of 
reality in the human community. Yet only 
recently has the importance of work as a 
therapeutic modality received attention 
and application in the state hospital.1 
Work allows the growth of self-esteem 
and encourages individual responsibility by 
giving strength and direction to individual 
planning. Realistic and transitional voca- 
tional experiences can be offered to the 
patient. The variety of choice and oppor- 


Mr, Cohen is a rehabilitation consultant at Med- 
field State Hospital, Harding, Massachusetts. 
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tunity involved allows almost every indi- 
vidual, regardless of his specific problems, 
to become a functioning member of the 
community. 

It is difficult to communicate the concept 
of work as an integral part of an indi- 
vidual’s therapy and treatment to other 
disciplines, and very often to patients a$ 
well. Frequently, the individual special 
ties feel that only their particular tech 
nique will profit the patient, with the rè 
sult that work is treated as a secondary 
item. Some staff people believe that ine 
dividual or group psychotherapy 1$ the 
only helpful activity. Others feel that 
some form of milieu or environmen 
therapy is the sole solution. Even with e 
group in the middle (a combination © 
psychotherapy and milieu therapy), there i 
a great discrepancy in the role of work. 
the emphasis is on psychotherapy, the Të 
habilitation counselor is only considered p 
a peripheral adviser, to be utilized jus 


or to discharge, at a moment's notice, 
with abundant resources. If milieu 
mapy is emphasized, the counselor is able 
identify the capabilities of individual 
t but rehabilitation is multifaceted 
must include social, recreational and 
al experiences. The optimum 
seems to occur where there is a 
prehensive approach to services and 
ment? 
many state institutions, patients are 
considered able to work. If they hap- 
to be good workers, they are en- 
juraged to pledge vocational allegiance to 
fic work area or to an employee who 
them with candy or the symbolic 
. This may go on for years. For 
therapeutically-minded hospital 
oyee, the patient becomes an added 
needed job assistant, but at the same 
he may become a problem. If patients 
Proficient and can be trained at their 
they will be placed in more respon- 
sitions, will receive vocational train- 
d will be referred for community 
ent. If they are not fortunate 
to catch the attention or become 
orite of some employee, then they 
k at second-class, pick-up tasks. 
nents are often made when floors 
‘to be washed, beans picked or laundry 
d. With an effective placement sys 
+ the needs of the individual patient 
couraged, elicited and evaluated. 
assessment precludes the specific 
placement, which includes transi- 
ps leading through hospital indus- 
paid subcontracting and day-work, 
finally, independent community place- 


a person is ready to be discharged, 
ds a job and a place to live. Gom- 
acceptance includes the ability to 
's bills, to work and to become self- 
The treatment team must con- 
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sider the vocational needs of each patient 
from the time of admission. In-hospital 
vocational placement, to be fully beneficial, 
must be specific, varied and individual.’ 
In order to prepare and properly evaluate 
each patient in his work area, a compre- 
hensive evaluation check sheet should be 
devised. By utilizing a syvtematized ap- 
proach, the problems of large numbers of 
patients can be scanned, more data can be 
accumulated, each patient gets some in- 
dividual attention and no one gets lost 
within the structure. A scale can be com- 
structed to compare patients with standards 
set by the community. Such a scale can 
identify and assess important vocational 
factors like willingness, quantity and qual- 
ity of work accomplished, learning and re- 
membering, relationships with other 
workers and with the supervisor, ability to 
work alone and punctuality.* Within a 
work-oriented program of rehabilitation, 
specific trends emerge. First, the mental 
patient, by definition, is in varying degrees 
impaired in his interpersonal functioning; 
second, work itself represents health to a 
person with mental illness; third, the voca- 
tional area represents an area of inter- 

al relationship and therefore, fourth, 
work and its social aspects, in combination 
with other services, can be an effective re- 
habilitation tool. 

The physical planning of a state hospital 
often encourages self-sufficiency in the 
maintenance of internal vocational needs, 
Hundreds of specific assignments are car- 
ried out on a daily basis. Because work as 
therapy has been accepted very slowly, al- 
most everything else has priority over it. 
For example, the distribution of shoes and 
other clothing is scheduled during work 
hours, as are haircuts, clinics, medication, 
choir and church rehearsals and ward 
chores. The daily routine is often estab- 
lished to meet the needs of the hospital, 


359 


with little emphasis placed on the specific 
needs of the individual patient. The 
patient’s needs can be met by putting to 
use the full capacities of this small voca- 
tional world. When situations and events 
are planned in a manner that interferes 
with the accomplishment of vocational re- 
sponsibilities, what is communicated to the 
patient is that his work efforts are not ap- 
preciated and are not important enough to 
be paid attention to or scheduled regularly. 

Problems associated with placement in 
hospital work area assignments may be due 
to the traditional and often unrealistic at- 
titudes of personnel, who may see patients 
in the following manner: (a) Someone to 
do their work. This relegates the patient 
to the status of a second-class worker. (b) 
A threat to their own safety and security. 
There is concern about any report or form 
going to the administration. (c) A bother, 
and just another interference with getting 
the job done. (d) A responsibility, when 
many fear the slightest amount of respon- 
sibility. (e) A loss to another area in the 
hospital or to outside work placement after 
working with patients and training them. 
(£) Injury to the patient himself or the 
destruction of property and equipment. 
(g) Competition to acquire the best workers 
and seclude them in their unit beyond any 
necessary period of time, making outside 
placement more difficult. 

The hospital's daily life should parallel 
the community: recreation and socializa- 
tion in the evenings, 5 days each week for 
work assignments, group discussion and so 
on.® Because of the many daily events, all 
vocational assignments should include 
specific days and hours. A communication 
system between the individual wards or the 
assigning unit and each work area is the 
cornerstone of every system. Every day, 
each ward notifies work areas of the com- 
mitments of the individual patient. The 
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work areas, in turn, notify the wards 
people arrive late or leave too early. 
emphasis should be on a consistently o 
ized procedure. 

A balance between work, use of 
time, and interpersonal adjustment Wi 
greatly strengthen results and more fu 
utilize the talents of personnel from) 
available disciplines. Evening avocati 
and recreational programs should be 
vided for the leisure hours of the i 
tionalized patient; a group meeting 
open discussion and communication 
to clarify the rehabilitation procedure 
The use of a ward or building as a hi 
house on the hospital grounds provides 
intermediate step in the preparation M 
community living. The new role of mi 
ing personnel on the rehabilitation wat 
has been most beneficial, especially in M 
area of training classes.” Prior to dischargi 
each patient attends the community adj 
ment class where he practices paying b 
banking, transportation, use of the t 
phone, ordering in a restaurant, medica 
and attending religious and social act¥ 
ties. Patients with scanty formal educat 
are taught basic reading, writing and 
metic. Each person who lives in the hal 
way house joins the leisure-time activi 
group and the good grooming and etiquet 
class. All these classes, as well as the 
betic class, nurses’ aide class, clerical ola 
restaurant class and work adjustment © 
are fully described elsewhere * as Te} 
their use in a comprehensive rehabi 
program. ; 

In the past, work assignments in th 
pital usually involved farm, housekeep 
cafeteria and laundry work. The f 
about the lack of jobs might be b 
phrased as a lack of willingness to 
patient workers in certain areas. Wor 
allowed but was not encouraged as 4 
tegral facet of treatment. Employees 


hired to perform vocational tasks. They 
were allowed, but not expected, to work 
with patients. The work areas have always 
existed but have seldom been utilized in a 
structured, systematized way. Instead of 
sending ten patients to pick beans on the 
farm, the patients are now interviewed, as 
sewed and then assigned individually as 
bookkeepers, secretaries, dairy-machine op- 
erators, herdsmen, mechanics, and so on. 
Many specific areas are used, such as the 
bakery, meat room, business offices, labora- 
tories or clectrical shop. The rehabilita- 
tion counselor, working with our 140 
randomly selected chronic schizophrenic 
patients, identified and utilized 46 specific 
work areas during the first six months of 
this work-oriented program. 

There have been instances of resistance. 
The areas have lost, misplaced, forgotten 
or refused to turn in work evaluation 
sheets. They may spend little or no time 
training their patient workers. Communi- 
ations have at times become one-way. 
These resistances demonstrate the need to 
set limits and expectations for the work 
areas. For example, each job change is 
accompanied by a replacement for the vaca- 
ted assignment. Every area is visited at 
least once a week, and, when possible, work 
area supervisors attend planning meetings 
and conferences. In this way, each em- 
Ployee becomes more involved in a thera- 
peutic role. 

_ This economical use of existing facilities 
i$ one of the many ways of ridding an insti- 
tution of its custodial atmosphere. If an 
area refuses to assume its share of respon- 
sibility, workers are seldom assigned there. 

this way, the area pays a salary to the 
Patient through the provision of training, 
Supervision, scores on evaluation sheets 
and guidance in meeting realistic situa- 
“ons. In return, it receives a steady supply 
of workers, which makes its job easier. 


Work as a therapeutic tool 


strength and often presents an opportunity 
to discuss areas central to a patient's 
illness. Second, patients involved in a 
program that emphasizes rewards and pay- 
ment for work accomplished leave the hos- 
pital in much greater numbers? The 
incentive to leave the hospital is increased 
because of the renewed confidence in an 
individual’s capacity, productivity and in- 
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dependence. Third, dignity and self-re- 
spect are gained by the person who is 
earning again. With money in his pocket, 
he can buy a new hat, purchase his own 
cigarettes, buy a gift and bank for the 
future. Fourth, most patients prefer to be 
occupied and productive. Training and 
education classes can help to teach them 
about budgeting, banking and spending. 
In this way they are able to learn how to 
handle money and maintain a level of in- 
dependence commensurate with require- 
ments for their return to the community. 
Fifth, an initial period of evaluation and 
satisfactory work in hospital industries 
offers those who do well the opportunity 
to advance to a work-for-pay level. The 
payment for work acts as a stimulus, not 
only for the one who has advanced but also 
for the non-worker who sees little gain or 
reward in working for nothing in a hospital 
department. Sixth, as part of a transitional 
plan leading to independent community 
placement, in-hospital work for pay should 
have definite time limits so as to comply 
with the organization of progressively in- 
creasing incentives, demands and rewards. 

Hospital administration is greatly con- 
cerned about the loss of qualified working 
patients. With more patients leaving the 
hospital and the shortage of personnel, the 
working patient is not encouraged by all 
of the staff to go out into the community. 
But with an intensive work program, each 
person can be evaluated regularly and few 
get lost in the shuffle. Job changes are 
regular, based on consistent assessment and 
are directed toward an upgrading in re- 
sponsibility. Patient labor exploitation 
does exist and is a problem every state in- 
stitution must work toward overcoming. 
Appropriations can be given to the hospi- 
tal and distributed to those employees who 
would qualify as vocational trainers. Many 
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more supervisors would be willing to work 
with and train patients if their salaries were 
increased. A supervisor could assume the 
responsibility of working with patients 
along with the completion of his own tasks 
Another possibility is to hire more person 
nel to get the job done. Pressure from hoe 
pital administration, union officials and ine 
terested community and volunteer groups 
would aid in this. Paying patients for in- 
hospital work (along with its therapeutic 
value) might alleviate accusations of ex- 
ploitation. 

There are distinct advantages in the ust 
of work therapy as an integral facet of 
milieu rehabilitation.° Some of the ad 
vantages include the following. It is an & 
hour-a-day therapy, compared with other 
therapies which often involve only minutes 
or even seconds of the patient's day. It is 
economical, in that fewer treatment per 
sonnel are needed and individual creativity 
and resourcefulness can be put to greater 
use. Work therapy seems to have general 
applicability, in contrast to some therapies 
which are limited to certain selected types 
of patients. Individual needs can be more 
easily met by shifting the patient to differ 
ent settings, while other therapies do not 
lend themselves to such change. Selfe* 
teem and self-respect are enhanced by plac 
ing emphasis on the healthy parts of the 
individual, while remedies such as medi- 
cation are constant reminders of his sick 
ness. There is the encouragement of 
masculine or feminine identification by 
placing patients in jobs appropriate tO 
their needs. Work offers a unique oppor 
tunity for evaluation of a patient's ability 
according to community standards, and on 
a 40-hour-a-week basis. It offers a chance 
for the patient to contribute actively t° 
others, in contrast to some therapies whi 
place the patient in the role of a passiv 


t It enhances realistic opportuni- 
‘tes and strengthens the preparation for 
community life and success in the labor 
‘market. It offers a chance to earn money, 
with all the implications that carries for 
pormal independence. It allows altera- 


moving some of the possibility of the pa- 
tient becoming excessively dependent on 
them. If necessary, it permits the person 
to become independent of the family. If 
community placement is to be independent 

nd fruitful, the ability to work will play 
an important role. 
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Outpatient screening 
of hospital candidates 


Mental health advocates, in efforts to de- 
velop psychiatric centers, know how hard 
it is to get objective data to support their 
arguments. They usually fall back on 
pointing out the need for services, quoting 
Statistics about the incidence of mental ill- 
ness. How psychiatry can meet these needs 
is a question that demands more concrete 
answers than are presently available. 

The authors have inquired into the as- 
sertion that an outpatient clinic will pro- 
vide a treatment alternative for many 
patients who would otherwise have to be 
hospitalized. While this would appear a 
ee ee ee aes 
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reasonable assumption, there is no Te 
ported evidence that the mere introduction 
of an outpatient clinic has anywhere had 
any immediate impact on hospital admis 
sion rates. There have been studies of 
psychiatric teams that defined their sole 
purpose as providing outpatient and home 
treatment to hospital candidates. These 
studies have shown that specialized out 
patient treatment by such specialized teams 
can be an effective alternative to hospital 
ization for many patients. In a recent a 
port of the Massachusetts Mental Heal 
Center,? such a team stated it had ra 
vented hospitalization for 50 per cent © 
its sample. Comparable results are a 
ported from Britain 1 and from the Nether 
lands.8 ; 
Most community clinics, however, do no 
provide specialized services for patients Be 
turbed enough to warrant hope 
A newly introduced psychiatric clinic fin i 
itself confronted with the expectations ° 


—— EE Hem 
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many community agencies. Family physic 
jans, schools, probation offices and others 
look to the clinic to provide services to 
patients whom these agencies have pre- 
viously been managing as best they could. 
These patients (for whom hospitalization is 
seldom in question) will form the bulk of 
the clinic’s caseload. It is not, therefore, a 
justifiable assumption that a community 
psychiatric outpatient clinic will necessarily 
have an immediate impact on admissions 
to mental hospitals. In some instances, the 
inauguration of a clinic may even increase 
the number of referrals to the hospital. 

In 1962, we started looking into what 
was happening to the state hospital admis- 
sion rate for Solano County (California) 
Since the opening of its first all-purpose 
psychiatric outpatient clinic in October, 
1960. During the first two years of clinic 
operation, the staff had placed no special 
emphasis on absorbing into their caseload 
patients who would otherwise be hospital- 
ized. In the interests of this study, how- 


ever, an attempt was made in 1962-3 to as- 


Similate into the clinic caseload patients 
for whom hospitalization was indicated. 
The essential effort was then aimed at 
answering two questions: (a) Did the in- 
@uguration of a clinic which merely ac 
cepted referrals for outpatient treatment 
_ have any effect on the admission rate to 
the state hospital? (b) If the clinic reached 
Out for patients already identified as hos- 
Pital candidates and tried outpatient treat- 
ment whenever possible, could it then be 


_ determined that clinic treatment had be- 


come a satisfactory alternative to hospital- 
ization for a sizeable number of patients? 
Setting for the Study 


With the establishment of the Solano 
County Mental Health Service in 1960, 1o- 


_ ‘al outpatient psychiatric services became 


t 
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available for the first time to most of the 
county's population of 150,000, Before 
that, there had been one private psychia- 
trist and limited family counseling services 
available in Vallejo, the county's popula- 
tion center. Travis Air Force Base offered 
psychiatric services for some service penon- 
nel but not for dependents or civilian em- 
ployees. Clinics, private psychiatrists and 
hospitals in the San Francisco Bay area are 
within possible commuting range. Almost 
all of the county's psychotics had been how 
pitalized at Napa State Hospital in an 
adjoining county. 

No additional resources became avail- 
able during the years covered in this study 
other than the Solano County Mental 
Health Service. The latter, under local 
jurisdiction, is financed jointly by state and 
county funds through the California Short- 
Doyle program. While offering consulta- 
tion to other agencies and to the medical 
profession, the service is primarily involved 
with outpatient diagnosis and treatment 
for adults and children. ‘The clinic is open 
on week-days, with no provision for emer- 
gency services at other times. From the 
date of its opening until after the termina- 
tion of this study, the staff included one 
psychiatrist-director, two social workers 
and one clinical psychologist, all full time. 
The only change in the program in 
1962-63, when time was made available to 
screen hospital candidates, was that the 
clinic actively sought referrals of patients 
for whom hospitalization was being con- 
sidered, rather than merely accepting re- 
ferrals as they came. Local physicians were 
invited to use this service before they sent 
patients directly to the hospital. The Dis- | 
trict Attorney was requested to refer 
families to the clinic prior to starting com- 
mitment proceedings for a relative. 

The time available for this new program 
was limited, since we could not afford to 
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cripple our services to our other patients. 
For example, few home visits were made. 
Either psychiatrist, social worker or psy- 
chologist might make the initial contact. 
The first staff member to examine the 
patient had the responsibility for either 
referring him to the hospital or accepting 
him for clinic treatment. 

The patient was recommended for hos- 
pitalization if: (a) he might be a danger to 
himself or others, (b) there was a lack of 
tolerance for the patient's illness on the 
part of his family, (c) the patient was un- 
able or unwilling to cooperate even mini- 
mally with the outpatient staff or (d) the 
patient failed to improve with outpatient 
treatment or to show promise of response 
within ten days after beginning treatment. 
Experience had pointed up the folly of im- 
posing outpatient treatment for longer 
than a few days when a patient's illness 
created undue stresses at home. The clinic 
psychiatrist saw all patients once clinic 
treatment was offered. Negativistic or hos- 
tile patients sometimes accepted medica- 
tion and further appointments only be- 
cause hospitalization was a greater threat. 
Often commitment proceedings were ob- 
viated (even if hospitalization was not), as 
a patient's attitude often mellowed suffici- 
ently during the clinic contact for him to 
enter the hospital voluntarily. As a patient 
improved, and as close supervision was no 
longer required, the patient and his family 
could be referred to the clinics regular 
treatment program when this was indi- 
cated. 

A few categories of hospital candidates 
were excluded from this study because the 
alternative of outpatient treatment was not 
applicable, although they are included in 
the published figures of the State of Cali- 
fornia as Solano County admissions. Chil- 
dren under sixteen were not included be- 
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cause hospitalization for them is usually 
indicated only when there is no satisfactory 
placement in the community and separ 
tion from home is indicated. Alcoholig 
were excluded. A state correctional inst 
tution located in the county (the California 
Medical Facility at Vacaville) refers im 
mates to the courts for commitment to 
mental hospitals; these, of course, are not 
county residents in the usual sense. The 
admission rates presented here therefore 
exclude the above categories of patients. 

This study presents admission rates to 
Napa State Hospital from the fiscal year 
1959-60 through 1962-63 with respect 
the status of the community mental health 
service in each year. 1959-60 was the last 
year the county was without clinic services 
The clinic opened during the fiscal year 
1960-61, and during that and the following 
year the new service offered outpatient 
treatment but no formal screening program 
for hospital candidates. The cohorts for 
the first three years include only the actual 
state hospital admissions during each year. 
The first year the clinic actively sought to 
intervene (when patients were in the proc 
ess of being hospitalized) was 1962-3. The 
cohort for this last year of the study in- 
cludes, therefore, in addition to patients 
hospitalized, those patients identified a 
serious hospital candidates who were sue 
cessfully managed as outpatients. In 
examining the cohort for 1962-63, the data 
have been further analyzed to establish 
whether the cohort (including patients 
were not hospitalized) is comparable to 
cohorts for the previous years, which by 
definition are made up only of hospitalized 
patients. 


Results 


The 1962-63 cohort consists of 255 
patients, of whom 104 were initially see 
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for screening and/or evaluation at the 
dinic; 151 went directly to the hospital. 
For most of the 151, we have no objective 
data to illuminate the factors that brought 
them from the community to the hospi- 
tal without clinic screening. The 104 
patients screened by the clinic were re- 
ferred by a wide variety of sources, such as 
the District Attorney's office (when the 
families were seeking commitment of a re- 
lative), the county hospital doctors, when 
psychiatric detention had already been 
initiated, family physicians, self or family 
referrals. Many of these referral sources 
directed patients to the hospital without 
dinic screening. Frequently the clinic 
waff’s available time for emergencies was 
filled when more requests for evaluation 
tegarding hospitalization were made, Only 
patients the clinic staff regarded as 
“serious” candidates for hospitalization are 
included. Some patients who filled emer- 
gency time because the referral source con- 
sidered the need for psychiatric interven- 
tion urgent are not included in the study, 
since they proved on examination not to 
Meet the clinic's criteria as candidates for 
hospitalization. 

Of the 104 patients seen at the clinic as 
serious candidates for hospitalization that 
Year, 58 were not hospitalized. These 58 
Were identified as hospital candidates be- 
‘use their illness produced excessive 
family stress. The assumption is that this 
group would have had to be hospitalized 

improvement not been rapid, since 
their need for close supervision and the 
Sonsequent heavy demands on clinic staff 
tme could be met only for a week or s0; 

Pressed patients, for example, were de- 
fined as hospital candidates only when they 
Were either so immobilized that they could 
hot fulfill their usual roles of ibili 
and therefore created stresses which threat- 
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note that half of the patients had been 
hospitalized before and half had not. For 
the 151 patients who were admitted to the 
hospital without clinic screening, 76 had a 
history of earlier admissions, while this was 
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TABLE 1 
Clinic and hospital contacts of clinic-screened patients for 1962-63, 


with and without prior psychiatric hospitalization 


With prior admission No prior admission 
Facility contacts % N % N 
Clinic treatment only 40 37 71 58 
Brief treatment in clinic, fol- 
lowed by hospital treatment 27 5 10 19 
Clinic screening, to 
hospital for treatment 33 10 19 27 
Total 100 52 100 104 


the first admission for 75. Additional evi- 
dence appears in Table 2, which presents 
a breakdown by diagnosis both for clinic- 
screened and hospital-only groups. The 
similarities are striking, especially for the 
major functional diagnoses. Patients diag- 
nosed as schizophrenic make up 40 per cent 
of each group. Depressions, either psy- 
chotic or psychoneurotic, were the primary 


TABLE 2 


Diagnoses of hospital candidates 
screened in clinic and admit- 
ted directly to hospital 


Clinic 


% 


Hospital 
Diagnosis 


Brain syndromes 


Schizophrenic reactions 


Psychotic depres- 
sive reactions 


Psychoneurotic anxiety 
states and depressions 


Personality disorders 
Other 
No diagnosis 

Total 


* Total anxiety states and depressive reactions: clinic, 29%; 
hospital, 28%. 
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diagnosis for 29 per cent of the clinic 
screened group and 28 per cent of the hos 
pital-only group. 

A breakdown by major symptom cate 
gories of the clinic-screened group and the 
group admitted to the hospital without 
prior screening lends further support to 
considering the groups similar (see Table 
3). Of the clinic-screened group, 60 com 
pared with 62 per cent of the hospital-only 
group presented thinking disturbances. In 
the two groups, 66 per cent and 67 per cent 
respectively demonstrated marked distur- 
bances in affect. Behavioral disturbances 
(e.g. aggressiveness, immobility) were ap- 
parent in 51 per cent of the clinic-screen 
group and 58 per cent of the hospital-only 
group. Since many patients exhibi 
symptoms in more than one category, the 
numbers in Table 3, when summed, €x 
ceed the number of patients in the cohort. 

If the two groups are in fact similar oF 
“equivalent,” then the same success (56 pe 
cent) achieved in the clinic-screened pop% 
lation might be expected in outpatien 
treatment for the patients who had no 
clinic contact prior to hospital aes 
Table 4 shows admission rates for ~ 
years 1959-60 through 1962-63. For th 
last year of the study, three admission rates 
are presented. The actual rate of 133 pet 
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TABLE 3 
Major symptom categories of hospital 
candidates screened in clinic and 
admitted directly to hospital 
_— Clinic Hospital 
Symptom category N 
Thinking disturbance 63 
Ailective disturbance 69 


es 
Behavioral disturbance 53 


100,000 population is an appreciable drop 
from the previous year’s rate of 157 per 


100,000. Had the total cohort of 255 
sala all been hospitalized, the estimated 
f 


(maximum) admission rate would have 

173 per 100,000, a rate keeping with 
€ trend for Solano County in admissions 
apa throughout the four years studied. 
_ Applying the 56 per cent success rate to the 
Fi 1962-63 cohort results in an estimated 
(minimum) admission rate of 75.8 (ie. 44 

per cent of 255). 


TABLE 4 


sion rates of Solano County 
patients to Napa State Hospital, 
fiscal years 1959-60 through 
1962-63 


147,750 1izee 76 


7 Based on figures supplied by California Department of 
ee, Budget Division, Financial and Population Research 


Estimated admissions if all patients had been screened by 
sinic, i.e. 44 per cent of 255. 
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SUMMARY 


1. This study reviews the admision rates 
to Napa State Hospital from Solano 
County, California, over a four-year period 
beginning in July, 1959. The purpose was 
to find out whether the introduction of a 
community outpatient psychiatric clinic 
during this time had a discernable effect on 
the number of admissions to the hospital. 

2. The results demonstrate an increase 
in admissions in the first year of clinic 
operation, with a leveling off in the second 
year. Admissions during 1959 were low 
throughout the state and out of keeping 
with the general upward trend. The in- 
crease shown here may not, therefore, be 
related to the introduction of clinic serv- 
ices, A marked drop in admissions did 
occur in the year 1962-63, during which 
the clinic made a concerted effort to inter- 
vene with patients for whom hospitaliza- 
tion was being sought and to offer them 
the alternative of outpatient treatment. 

8. During 1962-63 the clinic screened 
104 such patients. It had no prehospital 
contact with 151, who were hospitalized 
without screening. Of the 104 clinic 
screened patients, 58 were managed suc- 
cessfully in outpatient treatment. Because 
of the possibility that the clinic-screened 
group may have been a biased sample in 
favor of success in outpatient treatment, 
the two groups were analyzed and found to 
be strikingly similar. Of each group, 50 
per cent had had prior hospitalizations. 
Almost equal proportions of each group 
fall into the same major diagnostic cate- 
gories and symptomatic categories. Had 
all of the clinicscreened group been hos- 
pitalized, the resulting admission rate 
would not be out of keeping with the four- 
year trend. 

4. We conclude that had the clinic been 
in a position to screen all candidates in 
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1962-63 and to offer a brief trial of out- 
patient treatment whenever possible, it 
could have reduced the previous year's 
hospital admission rate by 50 per cent. 

5. The assumption that an outpatient 
program will necessarily have an appre- 
ciable impact on the admission rate to a 
mental hospital is concluded to be errone- 
ous. On the other hand, when outpatient 
clinics introduce into their programs enough 
flexibility to provide for immediate ap- 
pointments for acutely disturbed patients 
and to interrupt the process of hospitaliz- 


ing patients so that the alternative o 
patient treatment can be offered 
stantial reduction in the hospital 
rate can result. 
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Suicide and the welfare state 


The assertion has frequently been made 
that the establishment of the welfare state 
(characterized by the provision of various 
social security services for its citizens) re- 
sults in increased suicide rates. This issue 
produced something of a minor interna- 
tional scandal in 1960 when former Presi- 
dent Eisenhower ? referred in a speech to 
à “friendly European nation,” which as 
à consequence of “almost complete pater- 
nalism” had experienced a sharp rise in 
suicides, “more than twice our drunken- 
ness” and “a lack of moderation discern- 
able on all sides.” 

Since there are massive trends through- 
Out the world, in countries with a wide 
Tange of political ideologies, toward the 
Welfare state, it is important to seek a defi- 
a Ner to this question. The present 
= estigation seeks to determine whether 
he welfare state and suicide can be causally 
linked, 


Those who assert this relationship offer 


the following explanations; the welfare 
state impairs individual incentive, fosters 
boredom, and thus destroys the zest for 
living. The “soft life” encouraged by the 
welfare state fails to develop in people the 
toughness necessary to withstand life's dif- 
ficulties; thus even minor troubles may 
lead to suicide. The arguments are not 
usually couched in psychologically sophis- 
ticated terms. In the language of relatively 
established concepts of psychology, the hy- 
pothesis would appear to entail the notions 
that first, major motives toward continu- 
ing one’s life are diminished in intensity 
through diminution in the attractiveness 
of the future time-perspective and second, 
that the adaptation level for frustration is 
lowered. 

The problem was investigated as part of 
aE Seer eS 
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a larger study of suicide in Norway and 
Denmark. These countries were selected, 
first because their suicide statistics are 
among the most accurate in the world 
and second, because they present a highly 
advantageous research design: Norway has 
a low suicide rate and Denmark a high one, 
yet both belong to the same broad culture 
area, thus reducing the number of inde- 
pent variables that might be responsible 
for the difference in suicide rates. 

Three methods were employed in the 
investigation: 


1. An analysis of Norwegian and Danish suicide 
statistics and, to a lesser extent, those of 
other countries. 

2.Intensive interviews with suicide attempters 
in the hospitals of both Norway and Denmark. 

3. Attitude and value questionnaires administered 
to large, comparable groups in Norway and 
Denmark: students at the Universities of Oslo 
and Copenhagen. 


The major relevant findings are as fol- 
lows: 


1. Norway is a welfare state; yet it has a low 
suicide rates The Norwegian rate is 7 per 
100,000. 

2. Denmark has had a high suicide rate for over 
one hundred years (20 to 30 per 100,000.) This 
was long before it became a welfare state. 
The Danish rate did not rise with the advent 
of the welfare state. If anything, it showed 
a moderate decline. 

3.In Denmark there was a drop in the suicide 
rate for old people following the establishment 
of extensive social security practices. For males 
age 65 and over, the rate per 100,000 fell from 
150 to 95. The higher figure was in the period 
1885 to 1890. The lower figure refers to the 
period 1905 to 1910. While these data do not 
directly test the hypothesis, they do suggest 
that the welfare state appears to have reduced 
Suicide in that segment of the population that 
benefited most from welfare provisions.1 

4. The suicide rate in the United States declined 
after the introduction of the social legislation 
of the New Deal. If we compare the pre-New 
Deal period (1925-1930) with the post-New 
Deal period (1945-1950), avoiding the abnormal 
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periods of Depression and World War Il, we 
find? an average rate of about 13 in 1925-8 
compared with a rate of 11 in the 196 
period. 

5. The Canadian province of Saskatchewan (whid 
has the most advanced welfare state provision 
in Canada) has a suicide rate somewhat lower 
than that of the neighboring provinces® The | 
rate for males in Saskatchewan is 14.4, for Mani- 
toba 18.8, and for Alberta 15.6. 


If we leave the level of statistical analysis 
and focus upon the more proximal psp 
chologic variables postulated by the wel 
fare state-suicide hypothesis, the following 
data emerge: 


6.It has been maintained that the welfare state 
reduces incentive and thus fosters suicide 
Sweden (presumably the country referred to by 
former President Eisenhower) is often viewed 
as the welfare state par excellence. Yet the 
Swedes are characterized by a high degree of 
incentive, throwing themselves into their jobs 
with perhaps a greater intensity than Ameti 
cans.4 

7.In my own intensive interviews with suidde 
attempters in Norway and Denmark, I never 
encountered a case in which boredom or lack 
of incentive played a significant role. Nor 
have other investigators studying the motive 
of suicides in welfare states found these factor 
to be of any importance. Actually, boredom: 
does not play a significant role in suicide in 
general. People so bored that they do not 
care to go on living are probably more frequent 
in novels than in real life. Such cases ae 
psychopathologic and do not involve, in the 
main, responses to the outside world. 

Another piece of evidence is relevant hi 

the questionnaire material reveals that, 
anything, Norwegians are more bored al 
life than are Danes. Since, it will be recall 
the Danish suicide rate is much higher that i 
the Norwegian, it would appear highly B 
likely that boredom can be linked with ie 

8.The questionnaire findings reveal that t 
Norwegians possess stronger incentives towal 
success than do the Danes. Since both coun- 
tries are welfare states, it would appear again, 
as in the case of Sweden, that welfare statism 
need not be associated with low incentive. 

9. Are people in the welfare states, their aa 
fiber weakened by coddling or their adapta! 


ere: 
if 


level lowered, less able to tolerate life's difi- 
culties as the hypothesis maintains? I could 
uncover no evidence to support this assertion. 
In my intensive interviews, the reasons that 
emerged for the suicide attempts were the same 
kinds of reasons that are reported in non-wel- 
fare states. They were not, basically, trivial 
reasons, People do not take their lives lightly, 
either in welfare or non-welfare states. 

It must be pointed out here that suicides in 
general possess damaged personalities which 
render them less capable than normal people 
of tolerating certain interpersonal frustrations. 
There is no evidence, however, that the wel- 
fare state produces such damage. My question- 
naire material suggests that there are propor- 


tionally more of these damaged personality 
types in Denmark than in Norway, although 
both are welfare states. This would hardly 
support the notion that it is the welfare 
state that produces personalities intolerant of 
frustration. 


This, then, is the evidence directly relat- 
ing to the hypothesis. In each of nine tests 
the hypothesis is rejected. 

If the belief is wrong, how does it attain 
such currency? There is, of course, the 
Wishfulness of political conservatives. But 
there is also the fact that since a number 
of welfare states do have high suicide rates, 
it is easy to fall into the fallacy of assuming 
à causal linkage. It must be kept in mind, 
however, that in these states, as in non- 
welfare states, there are also such develop- 
ments as increased industrialization, tech- 
nological change, urbanization, changes in 
Work activities, new relations in marriage 
and many other factors that may well in- 
fluence suicide rates. 

„IÉ the welfare state does not cause sui- 
cde, then what, if any, relation exists be- 
‘ween the two? We have already seen that 
ìn several instances the adoption of social 
Welfare programs was followed by some de- 
cease in suicide rates. It would seem that 
the reverse of the hypothesis may well be 
‘tue: the welfare state has at least a mildly 
ameliorative effect on suicide. 


Suicide and the welfare state 
FARBER 


There are two theoretical principles to 
support this position. First, suicide is a 
consequence of deprivation; 
on balance, the welfare state does not de- 
prive most citizens in the major areas of 
life, but on the contrary, supplies them. It 
may supply little of what the potential 
suicide really needs, for his needs are in 
the main emotional ones, but it supplies 
something. I have never, incidentally, en- 
countered a man who attempted suicide 
because he had just received a social secu- 
rity check. 

Second, the welfare state provides a 
hopeful future outlook. A man can look 
forward to an economically carefree retire- 
ment. His outlook is not marred by anx- 
ieties concerning the economics of illness or 
disablement. Such a favorable future 
time-perspective is an antidote to suicide. 

Yet these effects are not major ones; the 
welfare state has relatively little relation 
to suicide. The welfare state may mildly 
reduce suicide; it certainly does not cause 
or increase it. 
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It has been suggested? that “. . . some 
of the patients in mental hospitals could 
to advantage be cared for elsewhere . . . . 
Many do not need the active psychiatric 
treatment required by some other types of 
mental patients. . . . It is not known 
how many of these patients could to their 
own advantage be cared for outside the 
mental hospitals.” 

A previous project entitled “Potential 
Social Habilitation of Elderly Patients” was 
designed to determine the number of 
elderly patients at DeWitt State Hospital, 
Auburn, California, with a potential for 
habilitation to non-psychiatric settings. 
The project, hereafter referred to as SHP, 
studied a 15 per cent random sample of 
elderly (defined as 65 years of age or older), 
mentally ill resident patients. Potential 


= 
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for habilitation to non-psychiatric 
was found for 54 per cent of this 
Since the SHP findings were enco 
the study reported here was ini 
August, 1963, to habilitate chronic, ( 
as one or more years hospitalization) 
mentally ill resident patients to their 
community in a five-county area. s 

As of June 30, 1963, there were L 
mentally ill patients on the rolls of De 
State Hospital. Only 1,128 patient 
actual hospital residents since 737 wí 
leave of absence. Of the resident p 
496 were born during or before 
were considered elderly, i.e. 65 ye 
or older. 

The hospital’s attention had been 
on this elderly patient group by th 
The decision to continue working 
elderly patients, however, did not 
the findings (reported elsewhere 
state hospital’s elderly, chronic, 
ill, resident patient population ¥ 
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likely to be reduced significantly for a 
meaningful period of time by a program 
emphasis focused on elderly patients. 
However, experience, skills and resources 
were available to begin work immediately. 
Therefore, the study emphasis was a mat- 
ter of expedience rather than an attack 
on the basic problem of providing services 
to chronic, mentally ill patients so that 
they might leave the hospital before they 
became elderly. 

It was assumed from the SHP that the 
elderly patient group had neither relatives 
nor personal financial resources which 
could be utilized in moving a significant 
number of them to an alternate setting.* 
Yet we know that most of these patients 
could be adequately cared for in a com- 
munity-centered non-psychiatric facility 
such as a rest or nursing home or in a 
county hospital.* 

The goal of this study was not only to 
move elderly patients out of the hospital 
but to return them to their home com- 
munities, which for study purposes were 
defined as the patient's county of com- 
mitment (in all but one instance, this was 
also the county of residence). The pa- 
tient’s county of commitment was chosen 
ās a resource in part because California 
has a statute! which says “The superin- 
tendent of a State Hospital, on filing his 
written certificate with the Director of In- 
stitutions, may discharge . . - any pa 
tient . . , whose discharge, in the judg- 
ment of the superintendent, will not be 
detrimental to the public welfare, or in- 
Jurious to the patient.” This established 
à legal basis for negotiations with county 
Officials concerning their responsibility to 
Provide services for patients who would not 
benefit from further care in a state mental 
hospital. 

As the area to which patients would be 
Teturned, we chose a five-county area be- 


LOY AND sooTT 


cause of its proximity to the hospital and 
because it was representative of the DeWitt 
Hospital service area, Le, predominantly 
semi-rural, 

A survey of patients committed as men- 
tally ill from the fivecounty area showed 
372 patients on the hospital rolls as of 
June 30, 1963, More than half of these 
were actually out of the hospital, One 
was on an unauthorized absence, six on 
visits, ten in family care homes and 198 


this elderly patient group, 19 
the hospital—one on a visit 
home leave. Twelve of the 


sk 
s 


zy 
af 


containing all mentally ill, chronic pa- 
tients. 

It was agreed that the philosophy and 
methods of evaluation developed during 
the SHP would be followed. The con- 

t of habilitation® would continue to 
be defined as: “The movement of a patient 
from a state psychiatric hospital to a com- 
munity-centered resource which will meet 
the patient's needs at least as satisfactorily 
as a state psychiatric hospital.” 

The hospital's problem of overcrowding 
was then discussed with officials of the 
five-county area, Tentative agreement was 
reached that each county would cooperate 
in the placement of elderly patients if in 
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the opinion of the hospital's medical staff 
the patient would not benefit from fur- 
ther treatment in a state psychiatric facility, 
and if the patient was not considered dan- 
gerous to himself or to others. 

Throughout the evaluation process one 
question was foremost in the investigators’ 
minds: what is there about this patient or 
his situation which necessitates his con- 
tinued residence in a state-supported psy- 
chiatric hospital? Since the overall as- 
sumption had been accepted that each 
patient of the study group had at least a de- 
gree of potential for habilitation, it would 
be obligatory for the investigators to state 
definite reasons why the state mental hos- 
pital was the setting of choice for those 
patients who could not be habilitated. The 
presence of a psychiatric disorder per se 
was not accepted as adequate justification 
for continued stay in the hospital because 
so many people with psychiatric impair- 
ment never have to be in a psychiatric 
hospital. 

When the resident social worker and 
the coordinator agreed that a patient should 
be habilitated, the worker prepared referral 
material. This was sent to the appropriate 
county official, with whom the coordinator 
would discuss the case. After a placement 
facility had been agreed upon, a delivery 
date would be established. The hospital 
would then deliver the patient to the selec- 
ted facility at a time and date convenient 
to the county. 


RESULTS 


A total of 29 patients or 66 per cent of the 
study group were habilitated. This repre- 
sented 8 per cent of the mentally ill on 
the hospital rolls from the five-county area, 
41 per cent of the area’s mentally ill, elderly 
patients, and 57 per cent of the mentally 
ill, elderly resident patients from the five- 
county area. 
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The plan worked swiftly and well. 
ficulties were resolved as quickly as 
were encountered. The first patient 
placed September 27, 1963, thirteen d 
after the orientation meeting. The 
patient was placed eleven weeks 

Three months after termination of W 
project, all the patients who were habi 
tated had made a successful adj 
their new, non-psychiatric environmen 
appears that a high proportion, if not @ 
entire patient group, will remain out ofi 
state psychiatric hospital for the rest 
their lives. 


DISCUSSION 


The success of the pilot study was 
than had been anticipated since in the 
only 54 per cent of the study group We 
found to have habilitation poten 

Questions were raised as to why the sti 
had been so successful within so shot 


elderly patients on leave of absence. 
represented 27 per cent of the elderly pop 
lation on the hospital rolls. In s 


increased significantly by the start of 
project. At the termination of this $ 
the number of elderly patients out 
hospital had been increased by 29 as 
rect result of study efforts and tota 
patients or 69 per cent of the elderly 
lation on the hospital rolls as of June 
1963. Í 

The key to the success of the pilot st 
was the function of the coordinator b 
within the hospital and in liaison 1 
county officials. By being familiar 
the resources, the appropriate CO 
agency personnel, and the over-all si 
within each county as it might affect 
ment of patients, the coordinator 
interpret the community-centered res 
to the hospital staff. In turn, he 
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to interpret the hospital program and func- 
tion to county officials, By maintaining 
close contact with each county and the hos- 
pital, it was possible to clarify areas of mis- 
trust and misunderstanding quickly and 
without investment of time in formal meet- 
ings. 

resistances are not handled 
promptly and directly they tend to breed 
mistrust and suspicion. ‘This often leads 
tọ an impasse. Such difficulties were 
avoided as is evidenced by the fact that all 
patients accepted by the resident social 
worker and the coordinator as likely pros- 
pects were actually habilitated. The only 
exception was one female patient who died 
while referral material was being prepared. 
Also, the entire project was carried out 
without serious disruption of either normal 
hospital services or services within the 
various communities, 

In addition to making 29 beds available 
to new patients, the pilot study brought 
about a saving in the budget of the Depart- 
ment of Mental Hygiene of $7,509 per 
month. The total reimbursable cost for 29 
Patients was $8,062 per month, but only 
$553 per month was being paid by a total 
of seven patients. Since it may be as- 
sumed ® that 79 per cent of the patients 
habilitated will remain alive and out of the 

Ospital at least 12 months, a saving of 
*pproximately $77,000 will be realized in 
412month period. 


SUMMARY 


A study group of 44 patients composed of 
the total mentally ill, resident population 
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committed from a five-county area who 
were 65 years of age or older and who had 
been hospitalized one year or more, was 
selected for habilitation to their home com- 
munities. After initial screening, it was 
estimated that 29 patients of the 
group had potential for habilitation, Dur- 
ing a four month period, all 29 patients 
were habilitated from DeWitt State Hot 
pital to community centered non-psychi- 
atric facilities in the patient's county of 
commitment. All these patients are main- 
taining an adequate adjustment to their 
new environment. The habilitated pa- 
tients represented net savings in the budget 
of the Department of Mental Hygiene of 
$7500 per month or approximately $77,000 
within the first 12-month period following 
their release. 
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Social adjustment of adolescen 
discharged from a mental hospita 


This paper is part of a larger study in- 
vestigating the special problems and out- 
come of hospitalizing adolescents on the 
same ward as adult patients at the Massa- 
chusetts Mental Health Center. This 
Center is a small (250 bed) state hospital 
which treats acute mental disorders. Al- 
though a few patients have remained for 
as long as two years, discharge from in- 
patient status within six months is the 
policy. Further treatment after discharge 
may be continued by the hospital on an 
out-patient basis or by another agency. 
Those who are considered to have chronic 
disorders are transferred to state hospitals 
A re 
Mrs. Weiss and Miss Glasser were research social 
workers, Adolescent Research Project, Massachusetts 
Mental Health Center, Boston, Mass. at the time 
this paper was written. This investigation was sup- 
ported by a PHS Mental Health Project Grant No. 
OM-330 from the National Institute of Mental 
Health. 
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closer to their homes. The Center is & 
teaching hospital affiliated with Ha 
University Medical School. It has ah 
patient-to-personnel ratio. None of 
personnel wear uniforms. All the w 
are open. The wards and lounges are 
tractive; a gymnasium, a swimming 
and other facilities are available to 
patients. For the adolescent popula 
(4 on each ward) there are daily high sch 
classes conducted by two teachers recrul S 
from the Boston Public School System, 
well as a structured social, recreational 
psychotherapeutic program. Parental 
operation in casework and other treatm 
facilities recommended by the hospital 
prerequisites of admission for adoles 
During a consecutive period of 
months, all patients assigned to the Ado 
cent Unit (boys and girls between 13 
18 years of age) became members of 
“cohort” group under study by the Ado 
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cent Research Project. The group total of 
55 is exclusively white, native-born, pre- 
dominately Catholic and almost equally 
divided between boys and girls. All ex- 
cept two were born during World War II. 
Most were diagnosed as manifesting schizo- 
phrenia or adolescent turmoil. A detailed 
description of the family background of 
these young patients is given elsewhere? 
This paper will examine their transition 
from the hospital milieu to home, school 
and outside community, focusing upon the 
difficulties encountered during this testing 
period of re-entry into the family unit, 

At admission, most of the adolescents 
were living in small, intact family units. 
For emotionally disturbed adolescents, to 
have a family unit to return to after dis- 
charge is not enough to insure satisfactory 
transition from hospital to home and com- 
munity. Some of the questions we ex- 
plored through interviews with the parents 
of these adolescents in the transitional 
months after their discharge were: 


l. Does length of hospital stay correlate with the 
kind of transition adolescents are able to make 
from hospital back to home, school and com- 
munity? 

2 Did those who were discharged from the Day 
Hospital, or from the Day Program make an 
easier, more rapid or better adjustment than 
the adolescents who had been completely sepa- 
rated from their usual environment (except for 
occasional weekend or holiday visits?) 

3. Did adolescents whose parents received contin- 
uing support from the hospital staff after their 
children were discharged fare better during the 
transition period than those whose parents did 
not? 

4.15 the type of illness, as manifested by onset, 
Or duration, or by symptomatology and be- 
havior in the ward setting, meaningful in terms 
of prognosticating the kind of post-hospitali- 
zation adjustment that can be expected? 

5. Where hospitalization proved to be a correc- 
tive experience, what issues are involved in 
maintaining the continuation of growth and 
Tevitalization outside the hospital? 
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METHOD OF STUDY 


Post-discharge information was, for the 
most part, obtained by a personal inter. 
view with an adult member of the child's 
family.* A letter on hospital stationery 
was sent to the prospective informant no 
sooner than six months after the patient 
had left the hospital. This requested an 
interview and explained the purpose and 
research nature of the proposed meeting. 
If the designated arrangement was incon- 
venient, the relative was asked to call the 
research worker so that a meeting could 
be planned at a different time. (See Table 


TABLE 1 


Refused (4 per cent) 
Unable to locate (4 per cent) 


Fy 
Tinahak ] 


Total 


The “transition” refers to the 6 Bd 12 
month period between leaving the Massa- 
chusetts Mental Health Center and the day 
of the research interview. In four cases, 
more than 12 months had unavoidably 
elapsed, but the interview was directed to 
elicit information about the interval 6 to 
12 months after discharge. We sought 
information about the patient's adjustment 
to the family, to his studies or work. In- 
quiries concerning his social activity, feel- 
ings about his neighborhood and use of 
leisure time were also made in an effort 
to evaluate his current social adjustment 
es 
* Research interviews were conducted by Mrs. A. 
Aa Mes. = Goldsiein, Mrs. B. Glasser and the 
writer. The research questionnaire used was de- 
signed by these psychiatric social workers. 
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and the change since hospitalization. This 
information was then put on a precoded 
recording form. 

For the most part, the question of where 
to place a particular ex-patient on a social 
adjustment scale was answered by material 
supplied by his parent and based on the 
parent's perception of his adjustment. 
However, the evaluation included an ele- 


TABLE 2 
Major behavior disturbances at 
admission 


Behavior Number 


Sexual deviation and acting-out 


Total 
OS Ea Se ee 
* One family in each group has not been interviewed. 
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ment of the interviewer's judgment which 
considered the parent's reliability and 
objectivity. 
TYPE OF ILLNESS 
To provide a reference point for the later 
discussion of improvement, the sample is 
described above (Table 2) in terms of pre- 
senting problems and behavior. Psychiatric 
diagnoses were thought to be less descrip- 
tive from the point of view of conveying 
what the family had to tolerate or deal 
with. 

Within the various categories of behavior 
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TABLE 3 
Degree of restriction 


I. Very restricted—psychotic behavior 
prevents almost all normal activities 
(family, peer relationships, school 
and/or work, sports, hobbies). 2% 

Il. Partially restricted—more than one 

area of normal activity is curtailed 

by illness, 2% 

Slightly restricted—there is inter- 

ference with only one area of nor- 

mal activity 


$ Foer families Ia category I and 3 in category II have 
been interviewed. 

at admission, the degree to which the 
symptoms were manifest varied. To ind 
cate the severity of symptoms, Table $i 
presented. 


LENGTH OF STAY AND TYPE 
OF DISCHARGE 


Average stay for our adolescent group 
10 months (see Table 4). Only 17 
bers of the cohort were hospitalized i 
a year, and 23 were in the hospital ke 
than six months before discharge. 
Most of them (50 out of 55) were | 
mitted as resident patients and dischat 
as resident patients. Five adolescents: 
admitted to and discharged from the B 
TABLE 4 
Length of stay 


Hospital period 


Less than one month 
1 to 5 months 

5 months to a year 

1 to 2 years 

Over 2 years 


- 
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Hospital. Eight adolescents were trans- 
ferred to the Day Program or to the Day 
Hospital prior to discharge. 

Of the total group, 35 (out of 55) were 
discharged to the care of their families, 
12 were transferred to other institutions 
and 8 left against medical advice. There 
appears to be no significant correlation 
between how patient was admitted, how 
long he stayed, whether he was discharged 
from the in-patient, Day Program or Day 
Hospital service, and his adjustment proc- 
ess during the transition period. The 12 
transferred to other institutions at discharge 
include seven who stayed at the Center 
Well over a year, and five others who stayed 
less than six months. Those discharged 
by way of transfer to Day Care Program 
or Day Hospital were not (within six 
months to a year after discharge) adjusting 
better at home and in the community than 
those who had been admitted as in-patients 
and discharged directly from in-patient 
status to the community. 

One possible explanation for this find- 
ing is that patient status and di 
Policy at the Massachusetts Mental Health 
Center are very flexible. For example, dur- 
ing the course of their hospitalization two 
Patients went to the schools they had been 
attending before hospitalization during the 
day and slept at the hospital at night; one 
boy lived at home after discharge and went 


` to school in the hospital. One girl stayed 


in the hospital two days a week and was at 


ome five. Of the group who were dis- 

arged as out-patients, a few severed con- 
nections with the hospital so gradually that 
t they spent almost as much time on 
the premises after discharge as before. 


LIVING ARRANGEMENTS 

Of the 12 patients transferred to another 
“stitution at time of discharge, only 2 had 
returned home within the 6 to 12 month 


transition period. An additional four ado- 
lescents (who had returned home at dis 
charge) had been reinstitutionalized. Two 
of these were rehospitalized, one was in 
Prison and another was in a special treat- 
men center, Five other patients were liv. 
ing away from home. One boy was in the 
army, two girls had married since 

and one unmarried girl, who had become 
pregnant during her hospitalization, was 
in a maternity home. At the time of the 
research interview, however, 32 out of 
the 51 contacted were living with their 
families. In general, our group came from 
decent neighborhoods and physically satis 
factory homes. 


SCHOOL, WORK AND SOCIAL LIFE 


Of the 51 adolescents contacted, two still 
attended school at the hospital, five worked 
intermittently, nine were working full or 
part-time and eight were attending school 
on a fairly regular basis, Twentyseven, 
however, (including the two married girls) 
were neither going to school nor working. 

Only six were able to balance time well 
between work and leisure, engage in physi- 
cal activities, have interests and hobbies 
and get an adequate amount of sleep. 
Eight adolescents in our group engaged in 
no social activity whatsoever. An addi- 
tional 29 confined social activities strictly 
to their family, to hospital acquaintances 
or to one friend. 


CONTINUATION OF PSYCHIATRIC 
TREATMENT 
Eighteen of the 35 patients who had been 
discharged to their homes as “improved” 
continued in therapy at the Center as out- 
* This meant the adolescent had been given the 
choice of traveling from home to hospital daily at 
9 and leaving at 4:30 or hospitalization elsewhere. 
Given this choice, almost all accepted the Day 
Hospital Program. 
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patients. Two others in this group refused 
out-patient treatment. Fifteen were not of- 
fered continued treatment, although they 
were told that they might return to ask 
for further help if they wished to do so. Of 
the total group (regardless of whether they 
were discharged by the hospital, left the 
hospital against advice or were transferred 
elsewhere) less than half were involved in 
treatment on any basis at the time of the 
research interview. 

Of the parents, only two were receiving 
professional help. In one case where the 
patient was referred for private therapy, the 
mother was continuing to see (on a private 
basis) the same social worker to whom she 
had been assigned when her daughter first 
entered the hospital. Both parents of the 
other patient were in treatment with a 
psychologist who expected to begin to 
treat the patient after a few more sessions 
with the parents. 


DIFFICULTIES ENCOUNTERED BY 
THE PARENTS 


The majority of the relatives interviewed 
felt that the patient had not been able to 
adjust to family life during this transition 
period. With few exceptions, the parents 
of patients not institutionalized expressed 
concern about the transition process. For 
the most part, parents felt that their prob- 
lems with their children remained un- 
changed, although ten of these adolescents 
were still receiving psychiatric treatment. 
They reported difficulties in the general 
area of adjusting to the patient’s presence 
and concern with his or her mental stabil- 
ity. Some informants said that the family 
had adjusted itself to the patient and had 
taken over the hospital role of caring for 
and nursing the adolescent. Only seven, 
however, actually verbalized the need for 
help in dealing with the patient or were 
trying to find further help or social outlets 
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TABLE 5 


Rating of social adjustment since 
discharge 


Social adjustment 


. Good (no symptoms) 

. Fair (residual symptoms) 

. Marginal 

Poor (restricting symptoms) 
. Institutionalized® 

. Unknown 


Aker 


Total 


* The question of home and community adjustment for thee 
15 adolescents is not meaningful. Several had been home” 
a time after discharge from MMHC. It is evident from the 
fact of rehospitalization within a short period that the 
found the experience tumultuous and intolerable, 


period. Three of these were not 
in their assessment. A mother who 
daughter had been continuing to see het 
therapist regularly throughout the 
tion period preferred to let the thei 
concern himself with the many proble 
that still existed. a 

Only one relative (the mother of the o 
patient who was rated in the “good” 
justment category: see Table 5) was abk 
to convince the interviewer that the tran 
tion period had indeed been fairly smoot 

At first glance, Table 5 presents a gloom 
picture. But actually, 30 out of 51 
better than they were before hospi a 
tion. Of half of our cohort group (eit 
institutionalized 6 to 12 months after 
charge or in homes that, in effect, had 
reason of their restricting symptoms 
turned into small psychiatric institutio 
most were considered better than they 
been before admission. (See Table 
Eleven were judged worse than before ho: 
pitalization. In ten of the adolescents, 
change was noted. 

The first category of Table 6, imp 
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TABLE 6 
Rating of change in patient since 
admission 
L. Improved (better than before hospitalization) $0 
2 No change (same as before hospitalization) 10 
3. Worse (than before hospitalization) 1 


Total 51 


means only that a change for the better 
was noted. The change may have been a 
very minor one. One very sick patient, for 
example, was judged “improved” because 
after hospitalization she no longer struck 
her mother as she had frequently and vio- 
lently done before the period of hospital- 
ization. The mother felt that this “im- 
provement” inade it possible for her to 
tolerate the girl, with all her restricting 
symptoms, in the home. 


COMPARISON OF ONSET 

AND ADJUSTMENT 

Current thinking prognosticates more fav- 
orable outcomes for those patients with an 
acute, recent onset of their illness. We 
have tried to see if our sample substantiates 
this thinking. 

_ We wondered whether the post-hospital- 
"ation period was different for those with 
aM acute onset than it was for those who 
had an insidious onset.* Does the latter 
group show a slower rate of improvement? 
Since many of our patients received a diag- 
Mosis of “adolescent adjustment reaction,” 
We considered the possibility that those 
Who became ill during adolescence might 
show a change as they grew out of this 
tumultuous period. The following table 
shows the breakdown of the sample in the 
four groups, 

$ There follows a comparison of the 
Levels of Adjustment” (used in Table 5) 
With the four groups used in Table 7 de- 
Stibing “Onset of Illness.” 
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As we expected, the best adjustments 
were made by Group III, those who had 
had a recent, acute episode. One patient 
in group III made a “good” and six made 
“fair” adjustments, whereas none in the 
other three groups were able to make good 
or fair transitory adjustments after dis- 
charge. 

SUMMARY AND CONCLUSIONS 

To examine the factors involved in the 
transition from hospital milieu to home, 
we have, through a questionnaire and a 
research interview, studied the social ad- 


TABLE 7 
Onset of illness 
Onset Number 
I. Symptoms appeared before adoles- 
cence with acute onset 7 
II. Symptoms appeared before adoles- 


cence with insidious onset 2% 
III. Symptoms appeared during adoles- 

cence with acute onset 2 
IV. Symptoms appeared during adoles- 

cence with insidious onset 6 


ts may have attributed the illness to a 
mae pas but if the psychiatrist and/or 
social worker uncovered earlier indications of 
mental illness than the parent believed was signifi- 
cant, the patient's illness was considered to have 
had an insidious onset. The latter constituted the 
gradual building-up of increasingly more disabling 
Meg ae too, when the illness was said to have 
begun with respect to adolescence. We chose age 
1244 as the dividing line. Those whose problems 
began at this age or thereafter were considered to 
be adolescent when they became ill. 
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TABLE 8 
Comparison of adjustment with onset 


fol 


diou: 

0 

0 

3 

7 

8 

2 
20 

0% 


justment of 51 adolescents within a year 
of their discharge from adult wards of a 
mental hospital. 

-Although 65 per cent of the total group 
were discharged as “improved” by their 
therapists, the research social workers 
found that only one patient could be rated 
as having made a “good” social adjustment, 
and only seven as “fair” at the time of the 
interview. Sixty-two per cent were either 
institutionalized or had turned their homes 
into small private hospitals catering to one 
patient. 

Most of our “cohort” group (the 55 
adolescents in the research study) came 
from intact family units, were housed in 
middle class homes in decent neighbor- 
hoods and returned to their homes and 
families after discharge. Obviously some- 
thing more or other than a home environ- 
ment is needed for adolescents during their 
convalescent period after hospital dis- 
charge. 

At the time of the research interview, 
the parents, with very few exceptions, re- 
ported difficulties in the general area of 
adjusting to having the patient in the 
home and coping with his or her behavior 
and symptoms. Yet only two of the par- 
ents and ten of the children were receiving 
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During adolescence 
Insidious IV 


psychiatric help. It is our conviction 

a strong, stable after-care program, wil 
social worker, nurse and doctor availab 
to deal with crises as they arise, is crucial 
to a good transition from hospital to home, 

There appeared to be no correlation be 
tween length of hospitalization or type 0 
discharge and post-hospitalization adjust 
ment. 

Early onset of illness and diagnosis of 
schizophrenia were found to correlate with 
a poor adjustment or further hospitaliz 
tion after discharge from the Massachusetts 
Mental Health Center. With respect t 
schizophrenia, reports of improvement 
discharge are generally quite different 
long-term outcome. In our study, we found 
this to be so within a year after discharge 
Long-term follow-ups of our “cohort” 
group at five and ten years should be oF 
great interest—particularly of those adoles 
cents with a diagnosis of schizophrenia. 
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Chronic leave patients: 


Passengers on the hospital- 


4 was really afraid to leave the 
ospital, to tell you the truth” 
=Fehospitalized mental patient's statement 


Every state mental hospital has chronic pa- 
ba who have made a ward their home. 
seems that no matter how effective the 
rtterm intensive treatment program at 
any State hospital may be, there will be a 
Tesidue of long-time “unmovable” patients 
stalled “chronic” cases. These patients 
Bola over a long period of time and 
“Sie a major problem for all state hos- 
ae 5 no matter how effective their initial 
ae policies. These chronic patients 
Yecome the focus of concern for many 
Practitioners and researchers.* 
aa a is another type of chronic mental 
«tie. the “chronic leave” patient. 
~ moh tient is “in and out” of the hospital 
is ae from the mental hosptial into 
mMmunity and back to the hospital 


community shuttlebus 


over and over again. He seems suspended 
in society, without a “real” home. This 
patient seems to be riding a shuttlebus be- 
tween the hospital and the community. He 
is often known by many of the community 
agencies and is a familiar face on the hos- 
pital admission wards. 

No one seems to be able to find a half- 
way station between the hospital ward and 
independent community living for such 
patients, They are frequently released to 
a number of different settings, but they 
seem inevitably to return to the hospital. 
Many come to look upon the mental hos- 
pital as a sanctuary and life in the commu- 
nity as a dimming and vanishing hope. At 


Mr. Schwartz is a research assistant on the NIMH 
grant that aided this project and Mrs. Miller is the 
project director, Bureau of Social Work, California 
Department of Mental Hygiene in San Francisco. 


* Peffer, Paul, American Journal of Psychiatry, 113: 
5(July, 1956). 
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the same time, psychiatrists usually feel 
that these patients are “too well” to be in 
the mental hospital. They continue to re- 
lease them from the wards after short stays 
in the hospital—sometimes against the pa- 
tient's will. 

Using the findings from two recent Cali- 
fornia research projects,* it became possible 
to view these chronic leave patients from 
two perspectives. First we attempted to 
“survey” the population and give a general 
description of chronic mental patients. 
Secondly, we looked closely at seven chronic 
leave patients, examining their plight 
through the eyes of the people most con- 
cerned with the patient's illness.+ 

In a representative sample of patients re- 

leased on leave in 1956, we found that 27 
per cent of them had been returned to the 
mental hospital three or more times during 
their careers as mental patients. These 
were defined as “chronic leave patients.” 
Some had been rehospitalized as many as 
ten times. Thus, one out of four of all re- 
leased leave patients might be classified as 
“chronic leave patients,” i.e. those who 
spend some time in both the hospital and 
the community, with many moves back and 
gaai E a a ES ea 
* In California, patients on leave status from a men- 
tal hospital are under the supervision of the De- 
partment of Mental Hygiene, Bureau of Social 
Work, staffed by trained psychiatric social workers 
throughout the state who follow these patients in 
their own community. 
+ Miller, Dorothy, J. J. Ploscowe and William Daw- 
son, “Worlds That Fail.” MH-1269-1 final report, 
Calif. Dept. of Mental Hygiene, Bureau of Social 
Work. Unpublished mimeographed study. One 
phase of the study traced the mental patient careers 
of 1045 leave patients; another focused on reasons 
for rehospitalization as given by 249 patients, their 
significant others and their psychiatric social worker. 
The term “other” refers to persons engaged in face- 
to-face interaction with the patient who are in a 
position to exert considerable influence over the pa- 
tient’s attitudes and behavior, i.e., spouses, relatives, 
close friends, etc. 
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forth between the two. Such patients 
to be passengers on a hospital-commun 
“shuttlebus.” 

The chronic leave patient is more 
to be female than male, wife than hus 
and middle-aged than young or old. 

Data regarding these “chronic leave p 
tients” led us to two other conclusions: (1 
that their community careers are likely to 
be carried out in a marginal or tangeni 
family role position; and (2) that 
“chronic leave patients” are likely to h 
severe interpersonal difficulties, causing 
them to change from a “close-other” famil 
role position to a “more distant-other” 
ily role position. Many seem to be 
out basic or adequate material or emot 
support. In addition, they seem to be s 
fering from “status shock” as a result of 
their downward-spiraling relationship with 
their families. j 

The data comparing family role positions 
seems to indicate that chronicity ace 
ates a process which mental illness con 
ently induces. For example, we see th 


tients and more relatives and isolates. 
saw this as evidence of role loss, or do 
ward mobility over the course of a ment 
patient’s career. 

Such a process is shown in a most st 


base year of our study. When we @ 
pared their family role position in l 
with that held by them in 1961, five 
later, we see evidence of an acceler: 
movement of chronic leave patients 
the more distant family role positions. 

We have much evidence that these 
changes are caused by interpersonal 
culties. For example, wives who 
“chronic leave patients” were experie 
severe marital conflict and often their 
back to the hospital was used to ette 


“cooling-off” period in an otherwise tu- 
multuous marital relationship. Over a pe 
riod of time, such wives undergo a role 


change and move from their position of 
wife into that of an “isolate” or a daughter 
as a consequence of divorce or separation, 
They are on a downward interpersonal 
spiral, losing out in their marriages and in 
their struggle for socially supported femi- 
nine identity. 

Seventy-two per cent of those women who 
are now living with their parents were pre- 
viously married and had undergone a re- 
cent role change by means of divorce or 
separation. These middle-aged women are 
in a precarious situation when they move 
from the position of wife to that of a 
daughter. Once mistresses in their own 
homes, they have now become daughters in 
their mothers’ homes. In many cases the 
competition and rivalry between these mid- 
dle-aged “daughters” and their aged moth- 
cts becomes fierce and destructive to both. 
Th such a setting, daughters may choose the 
relative peace of a mental hospital ward 
Tather than the difficulty found in their 
mothers’ houses. Mothers may openly re- 
Ject the interruption of their lives by the 
daughter's return to her childhood home. 
Isolates are also more likely to become 
Chronic leave patients.” Two-thirds of 
these had undergone a recent change in 
family role position and found themselves 

“ing outside their family group—often 

teft of both its material and emotional 
Support. For these lonely and often fright- 
‘ned people, a return to the mental hos- 
pital may be a chance to gain sanctuary— 
‘9 find, at least, board and room without 

ving to struggle alone in the outside 
World, 

In our attempt to study the lives of 
i onic leave patients more intensively, aye 
Petar interviews held with returning 

€ patients. In the course of five and 


Chronic leave patients 
MILLER AND SCHWARTZ 


one-half months spent interviewing return- 
ing leave patients at Stockton State Hor 
pital, we found seven patients who were 
returning for a second time during that 
period. That is, these patients had returned 
to the hospital, been released, and then 
returned again, all in the period of Novem- 
ber, 1963 through March, 1964, 

Each of these seven is a “chronic leave 
patient,” as each had had prior returns as 
well as the two returns we studied. We 
tried to interview the patient's significant 
“other” and his social worker, Such inter- 
views gave us an unique opportunity to 
view chronic leave patients from three im- 
portant and distinct perspectives. In this 
paper we focus on two aspects of this inter- 
actional triad: first, the different and often 
conflicting explanations respondents gave 
for the patient’s return, and second, the 
interplay between the patient's illness and 
his interpersonal relations with the impor- 
tant “others” in his world. 

All seven presented dismal pictures of 
persons faced with overwhelming and ego- 
depleting situations. While the patients 
were somewhat nonspecific, it was evident 
how much they “hurt” and how helpless 
they felt. Not atypical was the woman who 
said, “. . . I felt depressed; for goodness’ 
sakes, there's no one in the world who cares 
about me.” While five of them were mar- 
ried, four were either separating or quarrel- 
ing bitterly with their spouses. Only one 
of the spouses exhibited any form of a con- 
structive, problem-solving attitude toward 
his illness—all the others seemed bewild- 
ered and overcome by their circumstances. 

All returning patients were first inter- 
viewed in November, 1963, as they were re- 
turning at that time. The patients stayed 
in the mental hospital an average of about 
six weeks, were released and returned a sec- 
ond time in January or February, 1964. 
Some spent less than a month in the com- 
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munity before returning. The outstanding 
fact that emerges from their replies is that 
they seem to view the hospital as an escape 
from the overpowering problems of the 
outside world, (They seem to be running 
away from their problems in a very real 
way.) One told us, “Everything was piling 
up. Well, I just couldn't take it.” Another 
remarked (after a stay in the mental hos- 
pital) “. . . (I) felt rested and ready to 
leave.” This feeling seemed to transcend 
the particular reasons that the patient gave 
for return. 

The specific reasons for return seem to 
break down into four categories: interper- 
sonal conflict in the home, physical illness, 
inability to support oneself and vague feel- 
ings of uneasiness such as “nervousness.” 
The first is by far the most prevalent. Five 
of the seven offered interpersonal difficulty 
as the reason for return. 

Turning to the reasons that significant 
“others” gave for the patient's return, we 
found much disagreement between the sig- 
nificant “other” and the patient. Whereas 
five patients mentioned interpersonal con- 
flicts as the reason for return, only two sig- 
nificant “others” did, and more important, 
only one of the significant “others” men- 
tioned by patients as being involved in 
interpersonal conflict with them.* 

This led us to the feeling that significant 
“others” attempt to detach themselves from 
the patient and his illness, Some evidence 
of such alienation between patients and 
significant “others” can be seen in the types 
of reasons for the patient's return offered 
by the patient's significant “other:” physi- 
cal illness (mentioned five times); drinking 
(mentioned three times); “nervous,” 
“lonely,” “depressed,” and so on (men- 


* One mentioned two different employers; another 
listed conflict with husband and daughter, Thus six 
different significant “others” were named by four 
patients. 
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tioned five times). This is further sı 
tiated by the overall tone of the in 
we held with family members, who told wus 
about the patient and spoke of him as 
he were an object separate and distin 
from any meaningful emotional relatio 
ship within the family group, 
We were unable to get a complete set a 
responses from the patient's social 
There was often considerable disagreem 
between patient and social worker as 
whether they had even seen each 
during the patient’s stay in the comm 
The six responses we got fell into two 
gories. Two replies were diffuse, 
ested answers which reflect a disengag 
between the professional and the patien 
The other four were more detailed and 
cise, but they too reflected the social wi 
er’s role as that of an observer rather thi 
that of an actively concerned and intervē 
ing force in the patient’s community 
justment. 
In only two cases did the social y 
say that he was involved in the de 
making process leading to the patient's 
turn. In one of these cases the patie 
denied this. 
In comparing the three views, we see 
participants agreeing as to the pa 
general problem area, but each saw it @ 
having a different dimension. Thus, ont 
patient stated she was “afraid of dy 
alone” and complained of pains in 
chest. This was a thirty-six year old 
married woman who lives with her mint 
year old child. She complained that | 
“. . . got tired of being in the house al 
all the time . . .” but stated she “co 
afford to go out.” She then got “s 
when her heart started fluttering, her m 
felt numb and she got dizzy spells 
“passed out.” She stated: “I got these 
rible emotional feelings—so much pre 
on myself I don’t know what to do. 


sleep with my light on. I'm afraid I'm go- 
ing to die all by myself.” 

Her aunt, who was the significant 
“other,” advised us that “. . . she stayed 
in bed and didn’t do for herself. She com- 
plains of her chest hurting, but the doctors 
don't find anything wrong with her. She 
seems to be putting it on.” 

The social worker retranslated the defini- 
tion of the situation as follows: “(Patient) 
Depressed—with many somatic complaints. 
Also, the family had become somewhat less 
doting and sympathetic regarding her psy- 
chophysiologic complaints and patient en- 
gineered her own return over the week- 
end.” 

Thus we have a relatively rich descrip- 
tion of a lonely, upset woman retreating 
into somatic illness. She was seemingly 
failing in her efforts to solicit or maintain 
à consistent level of concern or comfort 
from her significant “other.” Neither was 
she receiving extensive casework or wel- 
fare services from her social worker. Con- 
fronted with such emotional bleakness, she 
Saw the mental hospital as a desirable alter- 
Native to living in the status of an outcast. 
Back in the mental hospital, perhaps, she 
Would be able to obtain care, interest and 
“upport from “sympathetic” others—even 
if only for a short time. 

Summing up, we can see that only the 
Patient seems to view his world and his re- 
turn to the hospital as a dynamic between 
himself and other people. Both the signifi- 
“nt “other” and the social worker view the 
Patient as a self-enclosed entity who engi- 
neers his own return with little or no in- 
volvement from them—they are merely ob- 
a or station-masters of the shuttlebus 

ine, 

We noted in the first part of this paper 

fact that chronic leave patients move 

omi “close-other” to more “distant-other” 
amily role positions. We seem to get an 


Chronic leave patients 
MILLER AND SCHWARTZ 


idea of the dynamics of such a process from 
our interviews with our sample of seven 
chronic leave patients at the point of their 
reentry into a mental hospital. 

The fact that this process takes place is 
evidenced by many features of these seven 
cases. Of five married subjects, only three 
viewed their spouses as their significant 
“others"—and two of these had spouses 
listed at only one of the returns, Rapid 
deterioration of marital relations are listed 
as reasons for the patient's return in three 
of the cases. Further, in the three cases 
where the significant “other” was listed as 
the same person at both of the patient's 
returns, there was an impatience, or a strip- 
ping away of empathy felt by the significant 
“other” for the patient's problem over the 
two time periods. Typical of this finding 
was one instance in which the employer 
“felt sorry” for the patient at the time of 
the first return; but this sentiment was 
notably lacking at the time of the second 
return. 

One is almost tempted to say that these 
patients’ significant “others” viewed the 
mental hospital as a place where the pa- 
tient should be changed and somehow made 
to see the error of his ways. Were these 
patients confronted with a “shape up or 
ship out” attitude on the part of their sig- 
nificant “others”? Certainly, one can sense 
these significant “others’” disappointment 
with the patient's failure to improve for the 
better following each of his releases from 
the mental hospital. : 

What emerges about relations between 
the patient and his social worker is the 
notable lack of casework relationships. 
This observation is partly explained by the 
generally brief period of time these patients 
spent E the Sha, Due to the time 
lapse between the patient’s release and ar- 
rival of the papers regarding his leave status 
(which take a somewhat circuitous route be- 
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tween the mental hospital and the individ- 
ual psychiatric social worker) it is to be ex- 
pected that social workers may not have 
been aware of the patient’s more recent 
release from the mental hospital. 

Thus the social worker reported she had 
had no contact with six of the seven cases 
at the time of their first return from leave, 
and no contact with two of them at the 
time of their second rehospitalization. But 
it should be noted that the patient reported 
contact in five of these cases. The patient 
may have mistaken another welfare worker 
for the post-hospital social worker in some 
instances. At any rate, all considerations 
lead to the inescapable conclusion that the 
social workers were singularly uninvolved 
in these patients’ post-hospital worlds. 

The question must certainly be raised as 
to what modes of intervention would be 
necessary to prevent such “shuttlebus 
riders” from eventually moving perma- 
nently into residence in the chronic wards 
of mental hospitals. 

According to many social work practi- 
tioners, little progress can be made in form- 
ulating a therapeutic relationship until the 
social worker understands the client's prob- 
lem as the client himself sees it. With 
such a consensual view of the problem, both 
of them can work jointly at some dimension 
of the problem-solving task. We have com- 
pared the reasons for the patient’s second 
return as seen by both the patient and his 
social worker. We also analyzed the 
changes the patient’s social worker would 
recommend to enable the patient to remain 
in the community following his next re- 
lease from the hospital. 

These “shuttlebus” cases seem to require 
extensive psychiatric and social services in 
the community if, in the opinion of the 
professional social worker, they are going 
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to be able to solve their problems in such 
a way as to remain in the community after 
their next release from the mental hospital. 

Yet it seems unlikely that such a barrage 
of specialized services can be made ayail- 
able, and in time, for these patients. Here 
is a further complication: only one of these 
seven patients defined his problem in psy- 
chiatric terms. It seems doubtful that, in 
that case, psychiatric treatment alone would 
be enough to change the patient's desperate 
social situation and enable him to remain 
satisfactorily in the community. The bal- 
ance of these “shuttlebus” patients did not 
see their problems as being caused by psy- 
chiatric pressures, and were not likely to 
see them as being resolved by psychiatri- 
cally-oriented treatment. Such patients do 
not have “insight”; they were not “moti- 
vated” to solve their problems by “talking 
about them.” 

Faced, as these social workers are, with 
caseloads of between eighty and one hun- 
dred “leave-of-absence” patients, it seems 
unlikely that even if all these patients 
wanted intensive casework services, such 
services could be made fully available. Yet 
something must change if these patients are 
to be able to disembark from their “shuttle- 
bus” and establish a reasonably stable com- 
munity career. Such patients, at the vou 
least, need adequate funds, a place to live 
and a way to gain status or identity by Vo 
cational or occupational placement. In 
short, they require a wide variety of exten- 
sive social services in order for them to Te 
main outside the mental hospital. These 
basic needs must be met before any type of 
community psychiatric treatment services 
could be effective. Both must be available, 
and even then the professionals must not 
come too late with too little. 
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Impressions of Russian 


Previous to my recent visit to Russia, I had 
pomi of meeting socially with 
8 anes scientists in the United States. 
a Si 2 explaining that in an Ameri- 
buy hi urban community a citizen could 
Ši if eee home if he had sufficient capi- 
me it, and that in this particular 
oe : e residents had not only their own 
Aaa ot a lawn and back yard. This 
(thon mae Russians so incredible that 
ey it was ten o clock at night) they 
PAN eiae outside to check if the 
attitude y ad a lawn and backyard. Their 
A hae aaa me. It was hard to be- 
OPRI this group of top scientists from 
kept in country could be so isolated and 
ae ats ignorance of the American 
ife. 

Chae to try to enlighten the Rus- 
Ge ae my small way, when I went to 
Zines tg sue I brought in some maga- 
individ S istributed to interested Russian 
iduals. At a University I met an alert 
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young student who spoke excellent English. 
He agreed to spread the magazines among 
his fellow students. However, the next day 
he met me in some excitement and said, 
“Dr. Sandler, did you know your name and 
address is on every one of those magazines?” 
He expected this to frighten me. I an- 
swered that I was concerned but not afraid. 
I admit (now) that I did have some anxiety 
as to whether I would be detained in 
Russia. 

This brain-washing and lack of commu- 
nication among intelligent Russians both- 
ered me until I visited a kindergarten in 
Moscow. Then I understood why the Rus- 
sians are so well-disciplined and rigid. I 
asked the kindergarten principal what 
would happen if a child raised a question 
about a parent's attitude which might dif- 
fer from the teacher’s answer. She replied, 


Acknowledgment is made to Medical Economics 
(Oradell, N. J.) for its permission to quote from my 
article printed in their June, 1964 issue. 
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“The parents are wrong if they differ with 
the teacher. The teacher's opinion is al- 
ways correct because she expresses the atti- 
tude of the State.” 

How about Russian psychiatry? As a re- 
sult of my observation in Soviet Russia in 
1963, I arrived at the impression that the 
American psychiatrist is far better trained 
and has more ample and modern facilities 
than the Soviet doctor, but I concluded 
that his effectiveness is not equal to his 
training and hope. The Russian psychi- 
atrist, on the other hand, has a much more 
modest background and training, together 
with more humble facilities, but he seems 
to achieve a good deal more for his patient. 
Let me cite a few examples: 

In the average state hospital in the United 
States, there is one psychiatrist for about 
200 patients. In Russia, there is one psy- 
chiatrist for every 40 patients in the same 
type of hospital. There are now about 
18,000 psychiatrists in the U.S.S.R. with 
the likelihood that soon there will be more, 
as the Russians are graduating 24,000 doc- 
tors a year compared to our 8,000. In the 
United States, the patient who can afford 
psychoanalytic treatment finds that the 
analyst's hour is decreasing to an almost 
standard forty-five minutes while his fees 
are going up. In Russia, on the other 
hand, private practice is negligible. Treat- 
ment is carried on by the dispensary and is 
free. The patient's disability income is de- 
pendent upon the number of times he re- 
ports to the dispensary. One result is that 
attendance is generally excellent. If the 
patient fails to report for his appointment, 
a psychiatrist will go to his home to ascer- 
tain what has happened. 

In Russia the psychiatrist attends a 
“medical institute” for six years following 
high school graduation. Then he special- 
izes for a year or sometimes two years. In 
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the United States, a certified psychiatrist 
spends four years in college, four in medial 
school, a year or two as an intern and three 
years in psychiatric residency followed by 
two years of clinical experience or practice. 
The average Russian psychiatrist receives 
the same income as any other skilled 
worker. This may range (in its equivalent 
in American money) from $150 to $250 a 
month. If the psychiatrist works with dis 
turbed patients, he receives an additional 
fifteen to thirty per cent above his base 
salary. Also, he gets thirty days vacation 
instead of the average physician's vacation 
of fifteen working days. He may be re 
tired after twenty years’ service, instead of 
the typical doctor’s thirty years. He will 
then receive about sixty per cent of his last 
five years’ highest wage. The Russian psy 
chiatrist receives more pay than the Russian 
surgeon, whose specialty is not considered 
to involve any serious danger to himself. 
In Russian hospitals I noted a warmer 
and closer relationship between patients 
and physicians than is usually seen in out 
country. The patients seemed a li 
cheerier and more pleasant than you ust 
ally see them in American state hospitals: 
About 70 per cent of all Russian doctors 
(including psychiatrists) are women. s 
there is an abundance of trained nurses 
the Soviet Union. Every hospital has 4 
long waiting list of young ladies who ae 
anxious to become nurses, in contrast Wi 
the problems in recruitment that harass 
American facilities for training nurses. 
Patients are originally referred from 
neighborhood or district organizations 
factories, schools or trade workers’ organ 
izations to the “Polyclinic,” which is a 
large medical group. The Polyclime 
screens the patient and refers him to E 
appropriate “Dispensary,” which is the sp 
cialist’s facility. If the patient is too si ý 


mentally to come to the Polyclinic, the 
physician will be sent to his home, and if 
necessary, will send him to a hospital for 
an average stay of about two months. 
Emergency psychiatric units are stationed 
at the various Dispensaries. These units 
can dispatch a team of psychiatric workers 
(including the psychiatrist) to almost any 
area in a community within a matter of 
minutes, such as in cases of attempted sui- 
ide or psychotic or assaultive behavior. 
This gives each community a comforting 
feeling of greater security and eliminates 
police interference, with its aura of excite- 
ment and distress to the family and patient. 
In Russia, the mental hospital turnover 
is about nine times that of the United 
States. The psychiatrist encourages neurotic 
patients to enter a hospital because it is 
felt that their illness may be due to bad 
environment or life experiences from which 
they need to be separated. The Soviet psy- 
chiatrist has the power, under the law, to 
change a worker's job or even his living 
arrangement by merely writing a prescrip- 
tion for the desired change. For instance, 
if a worker is on a night shift and the psy- 
chiatrist feels that this is detrimental, he 
n order a change to a day shift. He can 
recommend a change from one department 
of a factory to another, or to another type 
of work. The physician can also prescribe 
a leave of absence for the worker and it is 
mandatory for the factory manager to com- 
Ply with the request. Thus if a mentally 
worker lives in a noisy apartment, a 
ge in his environment can be effected. 
commonest complaint on admission 

of the neurotic or psychotic patient is head- 
_ aches. Because of the compulsory semi- 
annual physical examination, all patients 
thereby screened for neurotic or psy- 
chotic disabilities. As a result of this 
8 process, many neurotics and psy- 
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chotics are detected who would otherwise 
be undiscovered and untreated. 

Russian psychiatrists feel that most men- 
tal illness, especially schizophrenia, has an 
organic and genetic background, and that 
in due time research will discover the cause. 
On the other hand, neuroses are considered 
to be largely due to faulty environment and 
habits. The Russian psychiatrist, there- 
fore, works with the patient to change his 
“wrong thinking.” bad habits or undesir- 
able environment. As a matter of govern- 
ment policy, Freud's ideas and teachings 
are officially banned. It is felt that they 
are nonexperimental, unscientific and lead 
to “politically bad” situations. 

Russia is a state in which every citizen 
is subject to conditioned responses. Freud- 
ian ideas would indeed be dangerous be- 
cause they would not only disturb people, 
but they would also free men’s minds, and 
this is the last thing that any totalitarian 
state can tolerate. Psychotherapy is con- 
siderably used, but it is visualized as a 
re-educational process in which efforts are 
made to give the patient insight into his 
difficulties. 

Russians regard psychiatric disturbances 
as of physiologic rather than psychologic 
origin. They approach the patient in 
terms of Pavlovian conditioned reflex the- 
ory. They emphasize rational discussion, 
while Freud’s teachings emphasize the psy- 
chologic and the unconscious, which is said 
to be “non-rational.” 

Russian psychiatrists use sedation, anti- 
depressants, tranquilizers, insulin and elec- 
tric shock; in addition, there is a good deal 
of emphasis on electro-sleep treatment. At 
the Bechterev Institute in Leningrad I saw 
six patients being given this latter treat- 
ment. This uses an electric current of low 
amperage and voltage. The patients 
seemed to be relaxed and sleeping peace- 
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fully. At this Institute (as in most Russian 
psychiatric hospitals) work is an important 
part of therapy. They believe it keeps the 
patient from being preoccupied with mor- 
bid thoughts. Work gives the patient a 
feeling of self-realization; it involves him 
in a “rational” and useful association with 
others. It may even increase his income 
and his working skills. It facilitates his 
recovery from neurotic and mental illness. 

Special schools are available for the dis- 
abled and invalids. For example, a dancer 
who had his leg amputated and still wanted 
very much to be in the environment of 
the theater was trained to be a stage-hand 
with a ballet company. When a patient 


becomes too ill to report to work, he re- ' 


ceives compensation for as long as he is 
unable to work. When a patient is dis- 
charged from a mental hospital (usually 
within two to five months) he is guaranteed 
a job. This gives him the feeling that he 
has not lost his dignity or feeling of secu- 
rity. If he is well enough to be discharged 
from the hospital but not yet ready to work, 
his family will receive one-half the cost of 
his hospital care as an incentive to look 
after him and render the service needed 
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for his continued well-being. This may 
amount at times to as much as $50 a month 
(in American money). 

Twenty-four hours before a patient is 
discharged from a mental hospital, the hot 
pital psychiatrist will forward a complete 
record of his findings and treatment to the 
patient's local psychiatrist, who will visit 
the patient within forty-eight hours after 
discharge from the hospital. The patient, 
if ambulatory, will then come to the Dis 
pensary as often as two times a week, if 
necessary, and will be seen by the same psy 
chiatrist over a period of years. 

I conclude that the American psychiatrist 
has superior training, better facilities, the 
advantage of large funds appropriated by 
the Federal, State and County governments 
and, in addition, the advantage of Freud's 
teachings. Yet I admire the simple, homey 
approach of the Russian psychiatrist, with 
his emphasis on changing and improving 
the working conditions, the environment 
and the relationship with the family, and 
with his greater friendliness. These, in my 
opinion, are more efficacious than the cus 
tomary attitudes and methods in the United 
States. 


workers have been credited with 
success in treating “poorer therapy 
than have some of the related pro- 
ions. The key to this success may spring 
from the social workers’ belief in the indi- 
fidual’s ability to better himself. Possibly 
Me social worker transmits to the patient, 
through verbal and non-verbal communi- 
ons, the expectation that he can and 
improve. Emphasis has often been 
ced on setting low goals for such indi- 
, to help them achieve success in a 
measure and thereby strengthen their 
While this may be warranted in iso- 
cases, it may not be the most effective 
hod for long range treatment. Simi- 
» the idea that too high a goal pro- 
Ces frustration, both in the patient and 

the therapist, may need closer evalua- 


he phenomenon of expectation is €x- 
ed below as it involves three specific 
S. First, what can recent investigations 


Great expectations: 
implications for social work 


tell us about expectation and family rela- 
tionships? Second, what can experience 
teach us about the dynamics of expectation 
in the therapeutic relationship? Third, as 
a profession, how can we apply these find- 
ings to growth? 


FAMILY RELATIONSHIPS 


Simmons and Freeman * 2 3 reviewed fami- 
lies who held high expectations for the 
patient's performance. Here the patient 
performed on a higher level of adjustment 
than in those families where there was 
tolerance for deviant behavior. This was 
supported by Dinitz, et alt 5 * in studies 
on discharged mental patients living with 
their families. While those patients living 
with families who held high expectations 
did return for hospitalization at a higher 
rate, they also performed on a higher level 
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of community adjustment. A similar cor- 
relation was found by Linn; 7 patients who 
had been employed prior to readmission 
came from families who expected the pa- 
tients to work. Certainly a definite rela- 
tionship exists between the degree of ad- 
justment and the degree of expectation 
held by some person with whom the pa- 
tient has a significant relationship. 


CLINICAL PRACTICE 


Expectation is abundantly used in clinical 
practice. Thus we set limits for the child 
in the playroom. We say, “You may do 
what you like, but I cannot let you hurt 
yourself or someone else, or destroy prop- 
erty.” In one sense this is saying, “This 
is what I expect of you.” This may give 
the child a boundary within which he can 
feel safe. 

Sometimes a patient becomes preoccu- 
pied to a neurotic degree with the recital 
of physical or mental symptoms. If this 
persists, and if some secondary gain is the 
objective, an effort must be made to help 
the patient move into a more meaningful 
interaction. It is sometimes possible to 
condition the patient to a slightly different 
response than he had expected. One might 
say, “I understand you feel bad. We all 
have bad days at times. Perhaps it seems 
to you that you have had more than your 
share recently. It may not be of help to 
you now, but you will feel better.” Trans- 
lated to the patient is the thought “I ex- 
pect you to feel better.” 

A social work instructor once stated that 
in working with patients with weak egos 
(especially those in multi-problem families) 
it may not be necessary or even possible 
to help them develop insight. While their 
egos are too weak to work through their 
problems, they are often able to function 
adequately on a level of doing things just 
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to please the social worker. This ele 
mentary level of adjustment may be the 
most effective treatment when it is based 
on a thorough psycho-social diagnosis, if 
it is done out of genuine concern for the 
patient and when it has no punitive over 
tones. Thus a Welfare Worker might say 
to a recipient of Aid to Dependent Child- 
ren, “I expect you to have this house clean 
the next time I come to visit you; it’s not 
good for you or for your children to live 
this way.” Or one might say to an alco: 
holic, “You know you can’t go on like 
this; you are going to have to stop drink- 
ing . . . not that I feel one way or another 
about whether people drink or not . « « 
but I do feel it is bad for you and I am 
concerned about you.” Rather than sound- 
ing authoritative or punitive, this seems to 
convey to the individual the fact that one 
cares what happens to him. For that caring 
he may be willing to sacrifice some of his 
self-destructiveness. It must be emphasized 
that this is useful primarily with individ- 
uals who have overwhelming problems and 
few inner resources with which to meet 
them. This method is generally effective 
only as long as the social worker remains 
in the picture. Most agencies carry a num- 
ber of such cases and recognize that a por 
tion of them will be long term treatment 
cases. On the other hand, some of these 
families (while they may not be weaned 
altogether) can maintain themselves Oon 
fewer and fewer contacts as time goes by. 

Expectation is used in treating patients 
who have personality problems, to help 
them alter attitudes or modify and under 
stand their behavior. To such a person 
with a well-defended ego one might $3}: 
“You are an intelligent person. I feel this 
is something you can understand and work 
out. If I did not believe this, we woul 
not be spending time together.” Sincere 


words to this effect can do much to spur 
progress. Rather than threatening the 
patient, they give him something toward 
which to strive, partly to justify the faith 
placed in him, but beyond this, because 
such expectations ignite some inner feel- 
ing of “perhaps I can.” Robert Browning 
wisely said, “A man’s reach should exceed 
his grasp, or what’s a heaven for?” 

In most instances, expectation is used 
in non-verbal form and probably this is 
most effective. As we learn to understand 
a patient, we want something better for 
him. We expect to help him find this. 
Such an atmosphere provides a fertile field 
where his hope can grow. This, by the 
way, does not refer to the anticipation of 
success which the beginning practitioner 
may generate, not the “hurry up and show 
me” attitude. Rather, it is a fragile thread 
by which one pulls the patient along, recog- 
nizing the times when one must let the 
line go slack and wait patiently until the 
patient is ready to move ahead. This does 
not forsake the tenet of “beginning where 
the patient is.” That is necessary for rap- 
port. But early in treatment the social 
worker leaves the patient’s side and walks 
a step ahead, like a mother coaxing a baby 
to walk. This analogy does not advocate 
being motherly, except in the “good 
mother” sense of the word. A good mother 
expects growth, but at the appropriate 
ume she is able to step aside. 


PROFESSIONAL GROWTH 

Higher expectations for social work per- 
formance might help us realize more of 
our professional goals. A good beginning 
can be made with student social workers. 
They are made of much tougher fiber than 
We sometimes think. Exposing them to 
the realities of the job in their field place- 
Ment (not attempting to shield them un- 
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duly from negative factors) is asking no 
more than other professions do in their 
training programs. Holding forth high 
standards of performance seems to offer 
them incentive and helps them develop 
initiative. A dean of a social work school 
recently stated that a substantial number 
of his graduates reported that they felt the 
curriculum had been too easy, that it had 
not been enough of a challenge to capture 
their interest or fire their enthusiasm. It 
seems that we are not tapping the full 
potential of these future social workers. 

The trainee beginning a field placement 
can be told, “You will be a professional 
person and as such you will, of course, be 
responsible for scheduling your own time 
and regulating your appointments.” This 
is a small thing, but it sets in the student's 
mind a level of expectation for his behavior. 
To promote progress rather than pressure, 
we can expect such things as attendance 
at staff meetings, sharing staff responsibili- 
ties, keeping abreast of the literature and 
discussing it as it relates to one’s cases and 
thesis topics, holding forth ideas for re- 
search in the problems one encounters and 
thinking toward publication as a means of 
expressing oneself and contributing toward 
growth in the field. 

Though the student or new worker may 
not succeed in reaching all these levels 
of performance, it helps to build an image 
with which he can identify. It becomes a 
measure for ongoing self-evaluation and 
is particularly useful to the supervisor in 
reenforcing gains and supporting growth 
at times of formal evaluation. 


CONCLUSION 

Since some relationship appears to exist 
between high expectations and a high level 
of performance, it seems feasible to draw 
conclusions for use in social work practice. 
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FRANK R. SCARPITTI, PH.D., NEW BRUNSWICK, N. J. 


Delinquent and non-delinquent 


Sociologic theory generally rejects the prop- 
sition that most delinquent behavior is 
motivated by deep psychologic problems or 
that it can be transformed through psycho- 
therapy into socially acceptable conduct. 
Traditionally, sociologic theory de-empha- 
sizes psychologic interpretations of cause 
and stresses the delinquent’s social milieu 
as the generating factor in his deviancy. 
To the sociologist, the juvenile delinquent 
1S principally the product of an environment 
in which deviancy is a normal and accept- 
able mode of adjustment. Thus, it is as- 
serted that delinquent youth in slums and 
high delinquency areas operate from the 
he of a value orientation taken 
ah T from the delinquent groups that flour- 

in their neighborhoods. Cohen? sug- 
ise ma one reason for this is the great 
H rustration experienced by working 
ae oys. Some of them find solutions to 
= Status problems by rejecting middle 

Ss values and internalizing a malicious, 


perceptions of self, 


values and opportunity 


non-utilitarian, negativistic value orienta- 
tion. This permits them to lash out at the 
dominant middle class society and to find 
status satisfaction in delinquent groups 
which reward deviancy. A similar view of 
the role of the social structure in creating 
delinquency is held by Miller Although 
he does not specify which boys in the work- 
ing class gravitate to delinquency, he as- 
sumes that delinquent behavior reflects the 
“focal concerns” of the lower class, such as 
smartness (cleverness), toughness, excite- 
ment, autonomy, fate and trouble. Hence, 
the delinquent may be seen as attempting 
to adhere to standards that are valued in 
the lower class community. Cloward and 
Ohlin ° contend that slum boys in American 
cities are cut off from access to legitimate 
opportunity and that many consequently 
embrace and legitimize illegal ventures and 
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activities as vehicles of upward mobility. 
However, Cloward and Ohlin, like Cohen * 
and Miller? do not specify the individual 
slum boy who turns to delinquent modes of 
activity as a result of his awareness of 
limited access to opportunity. They assume 
that differential access to opportunity is an 
active principle in delinquent behavior 
among slum boys in America. (It is not clear 
what the operational assumption would 
be for boys in cities of the world that 
do not have an open class system and ver- 
tical mobility, such as Bombay, Cairo and 
Bangkok.) On the other hand, Cloward 
and Ohlin * indicate that, according to the 
nature of the particular slum, the boys are 
enveloped in criminal gang pursuits (e.g. 
theft), fighting gang activities or retreatist 
behavior (drugs). Here again, this typol- 
ogy of offenses is related to the sociologic 
characteristics of the slum area and is 
not directly linked to the individual who 
does or does not identify with such deviant 


Rioting by working class Negro youths 
and young adults lends weight to theoret- 
ical formulations which emphasize the 
role of value orientation and differential 
opportunity as factors in the etiology of 
deviant behavior. Nevertheless, little 
empirical evidence has been furnished to 
support these theoretical contentions and 
several crucial questions must yet be an- 
swered. Most of the working class youths 
of Harlem did not take part in the riots 
and looting. Most of the youths who live 
in any high delinquency area are not de- 
linquents. If delinquency results from 
lower class status (which negatively influ- 
ences one’s values and view of life’s oppor- 
tunities) then a large proportion of lower 
class boys who experience normal social 
development should be delinquent. Since 
this is not the case, it is necessary for us to 
ask whether delinquents are different from 
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lower class and middle class non-delim 
quents in their value orientations and in 
their awareness of limited access to op 
portunity. We must also try to explain 
the non-delinquency that exists in the 
lower class. 

A youth’s value orientation and feelings 
about opportunity are a result of the social 
experiences that have impinged upon him 
and have become part of his mental pic 
ture of himself, i.e. his self-concept. They 
are two of the many factors which have 
molded him into a personality and which 
determine his behavior. If we assume that 
values and awareness of opportunity are a 
part of the self, then it is also legitimate to 
assume that they will vary with other meat 
urable aspects of the self. For example, 
if the rejection of middle class values in 
American society is the result of unfavor 
able social experiences, then these experi- 
ences should also have negatively influenced 
other components of the individual's image 
of himself. If, on the other hand, the other 
components of the self are positive rather 
than negative, the positive elements of the 
self-concept may be strong enough to deter- 
mine the individual's behavior despite his 
perceptions of values. The same thing 
may be said regarding feelings of blocked 
opportunity. 

On the basis of this discussion, three 
important questions emerge: 


1, Are delinquents actually different from not 
delinquents in their perceptions of values and oP 
portunity? 

2. Are negative perceptions of middle class values 
and access to opportunity powerful enough to aus 
juvenile delinquency among lower class boys? 

3. Are negative perceptions of values and oP 
portunity indicators of a totally unhealthy a 
concept, or can they be seen as operating somewn® 
independently of other self-image factors? 


This paper will attempt to furnish a partial 
answer to these questions, which grow © 


of the contemporary sociologic explana- 
tions of juvenile delinquency. 

We started with three sample popula- 
tions. We had the responses to a struc 
tured questionnaire by 515 inmates of the 
Boys’ Industrial School (BIS), Lancaster, 
Ohio, all of whom had been committed 
for delinquency, by 61 ninth-grade boys of 
a junior high school in a lower class area of 
Columbus, Ohio, and by 68 ninth-grade 
boys of a junior high school in a middle 
class area of Columbus, Ohio, The 515 
delinquent boys from BIS represented prac 
tically the entire population of this state- 
supported training school for juvenile court 
commitments. The boys in the two junior 
high schools represented those who were 
available during a scheduled period on the 
day of the administration of the question- 
haire. 

The BIS group was made up of 285 white 
boys and 230 Negro boys. Median age of 
the BIS sample was 16 years, 8 months. 
The BIS boys came overwhelmingly from 
the big cities of Ohio and from the lower 
social and economic areas in these cities. 
The North-Hatt Scale of Occupations * 
Was used to measure “social class position” 
as assessed from the father’s occupation. 
The average occupational status score of the 
fathers of the BIS boys was 53, which is well 
below that recommended as the dividing 
line * between lower class and middle class 
on the North-Hatt instrument.® 

Median age of the 61 ninth-grade boys 

the junior high school in a lower 
Sconomic and social area of Columbus was 
l5 years, 3 months. Since there were only 
à few Negro boys in the entire junior high 
School, they were eliminated from the 
ninth-grade sample. Consequently, all of 
the 61 lower-class ninth-grade boys were 
white. The average occupational status 
Score on the North-Hatt Scale, according 
to father’s occupation, was 60, which was 
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significantly higher than the average score 
of the father’s occupation among delin- 
quent boys. 

All 68 ninth-grade boys from the middle 
class area were white. Their median age 
was 14 years, 11 months (probably, less re 
tardation in this group caused them to be 
younger). Average score of the father’s 
occupation for this group was 76, signifi- 
cantly higher than the cutting point be- 
tween lower and middle class, and much 
higher than the father’s occupational score 
for both the lower class boys and the de- 
linquent boys. 


THE QUESTIONNAIRE 


A team of one principal investigator and 
two assistants administered a structured 
questionnaire to the boys in the BIS and 
in the two ninth grades. The same intro- 
ductory statement (eliciting cooperation) 
was made at all administrations. The prin- 
cipal investigator read the questions aloud, 
the boys who did not understand could raise 
their hands, and one of the circulating 
assistants quickly responded with help. 
Out of 522 boys originally tested at the BIS, 


only seven had to be dis- 
carded because of unwillingness to cooper- 
ate fully. 


The questionnaire consisted of four 
parts: (1) a series of 46 items, taken from 
the Soc (socialization) scale of the California 
Personality Inventory. This measures a 
“veering” toward or away from delin- 
quency; (2) eleven items developed by 
Rothstein § to assess interpersonal compe- 
tence or feelings of personal worth; (3) a 
value orientation scale,® consisting of 13 
items, and (4) an awareness of limited op- 
portunity scale,® consisting of 14 items. 

The two instruments under parts 3 and 4 
(above) were especially designed to test a 
social class bias in value orientation and 
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awareness of limited opportunity. The 
value orientation scale, entitled How I 
Look at Things and answered on a five- 
point response basis from “strongly agree” 
to “strongly disagree,” sought to obtain the 
degree of acceptance or rejection of state- 
ments having a definite lower class orienta- 
tion. For example: Good manners are for 
sissies or Money is meant to be spent. The 
awareness of limited access to opportunity 
scale, entitled “How the Future Looks to 
Me” and also scored on a five-point re- 
sponse pattern, attempted to assess the boys’ 
perceptions of their life chances. For ex- 
ample: A guy like me has a pretty good 
chance of going to college or There is a 
good chance that some of my friends will 
have a lot of money. These items were 
chosen to test Cohen’s! and Cloward and 
Ohlin’s contentions è that some lower class 
children reject middle class values and that 
lower class children feel cut off from access 
to legitimate opportunity. If these conten- 
tions are valid, then the middle class group 
should respond to these items quite differ- 
ently than the two lower class groups. 


FINDINGS 


The contention is that value orientation 
and awareness of limited access to oppor- 


tunity should vary from less to more favor- 
able. This would occur as we move from 
delinquent to lower class to middle class 
adolescents. Average scores were computed 
for the three groups on the test instru- 
ments. In addition, the total BIS group 
was broken down into subgroups and stud- 
ied on the basis of age, grade and race to 
determine differences which might lie 
within the heterogeneous delinquent pop- 
ulation. The table gives the average scores 
on the value and awareness instruments. 

The scores for value orientation and 
awareness of limited access to opportunity 
move from delinquent through lower class 
to middle class in the expected direction. 
Descending average scores on these instru- 
ments indicate the favorable direction, 
based upon American middle class stand: 
ards. The differences in the average scores 
of the 515 delinquents and the two non-de- 
linquent groups are great enough to ensure 
that they are not due merely to chance vari- 
ation, but reflect a true difference in the 
boys’ feelings. However, the differences in 
the average scores of the various delin- 
quent subgroups are too small to distin- 
guish between these categories of the im- 
carcerated group. Delinquents (despite 
age, race and grade) are similar in their 


TABLE 


Average scores on self-perception instruments for delinquents and 
lower and middle class ninth-grade white boys 


Socialization Interpersonal Value Awareness of Hy 
Groups Scale * Competence * Orientation® Limited Opportunity 
515 BIS boys 25.15 14.81 38.80 37.06 
285 White BIS boys 24.24 14.80 37.29 37.17 
140 Ninth-grade BIS boys 25.41 14.76 39.86 36.73 
82 White, ninth-grade 
BIS boys 24.75 14.71 37.52 36.87 
6l White, ninth-grade 
lower class boys 32.05 15.80 31.43 32.28 
68 White, ninth-grade 
middle class boys 33.62 16.81 28.00 26.18 


a High scores most favorable. 
b Low scores most favorable. 


402 


. 


rejection of middle class values and their 
awareness of having only limited access to 
opportunity. On the other hand, the two 
non-delinquent groups feel quite differ- 
ently about these factors. The lower class 
boys reflect a position half-way between 
those of the delinquent and the middle 
class groups. 

The average scores on the other two 
measures of the questionnaire (the sociali- 
zation scale and the interpersonal compe- 
tence items) also show the expected gra- 
dient: unfavorable for the delinquents, less 
favorable for the lower class, ninth-grade 
white boys, and more favorable for the 
middle class, ninth-grade white boys. On 
these measures, the differences between the 
delinquent and non-delinquent groups are 
large enough to reflect true personality dis- 
tinctions. The differences between the two 
non-delinquent groups, however, are not. 
In other words, the differences in average 
scores on the various tests which measure 
self-image are relatively small between the 
ninth-grade, lower and middle class boys 
and are much greater between the delin- 
quents and the two groups of non-delin- 
quents. Again, the strikingly similar scores 
achieved by the various subgroups of the 
delinquent population indicate that the 
subgroups cannot be differentiated on the 


basis of the self-perception scales used in 
this research. 


SUMMARY 


These findings appear to substantiate the 
claim that delinquents and non-delinquents 
Perceive middle class values and access to 
Opportunity differently, Delinquents tend 
to reject middle class values and feel that 
they have very limited opportunity to 
achieve the rewards that are available to 
middle class children, Perhaps this is a 
ae of the delinquents’ incarcera- 
lon. More likely, however, it is a pre- 
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cursor and predictor of their deviant be- 
havior. Lower class, non-delinquent boys 
feel the same way, but to a lesser degree. 
Although they do not reject the dominant 
society's values as much as delinquents do, 
lower class non-delinquents are certainly 
less accepting of these values than are 
middle class boys. The same is true for the 
lower class non-delinquents’ feelings of 
limited access to opportunity. 

Two scales purport to give a more gen- 
eral picture of the individual: socialization 
(to what degree normative conformity has 
been internalized as a part of the person- 
ality) and interpersonal competence (feeling 
of personal worth). Here we see practically 
no difference between “good” lower class 
boys and “good” middle class boys. De- 
spite their relative rejection of middle class 
values and their feeling of having limited 
access to opportunity, the lower class non- 
delinquents reflect self-concepts quite un- 
like the delinquents’. Although their lower 
class status has resulted in their sharing 
many attitudes with the delinquent pop- 
ulation (also lower class), the lower class 
non-delinquent boys’ self-conceptions (pri- 
marily the products of family life) are more 
like those of the middle class boys. It 
would appear that the lower class boy's con- 
cept of self may be the factor which ulti- 
mately influences his social behavior. 

To answer the questions posed earlier, 
these data permit us to say three things: 

1. Delinquents are actually different from 
non-delinquents in being more negative in 
their perceptions of values and opportunity. 

2. Negative perceptions of middle class 
values and a feeling of having blocked op- 
portunity are not powerful enough to cause 
delinquency among lower class boys if 
other aspects of the personality permit the 
boys to see themselves as non-delinquent. 

3. Relatively negative perceptions of 
values and opportunity are quite compat- 
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ible with an otherwise positive or healthy 
picture of the self. 


CONCLUSIONS 


From these data, three types of boys seem 
toemerge. These types are what have been 
called the “delinquent,” the “corner boy” 
and the “college boy.” * The “delinquent” 
is negatively predisposed toward middle 
class values and is acutely aware of his 
limited opportunities in life. His sociali- 
zation has been inadequate and this has 
given him a poor image of himself and 
others. The “corner boy” (our lower class 
non-delinquent) is also negatively predis- 
posed toward middle class values, although 
he is not as extreme in his rejection as is 
the delinquent. He too is aware that he 
has only limited access to opportunity, but 
this feeling is not as intense. His socializa- 
tion has been more adequate, probably be- 
cause he has experienced a more wholesome 
family life, and as a result he has a rela- 
tively positive concept of self. Lastly, the 
“college boy” accepts middle class values 
and feels that he has unlimited access to 
opportunity. His socialization has been 
effective, and his self-concept, in turn, is 
positive and healthy. This type of boy is 
most characteristic of the middle class non- 
delinquent described in this paper. 

The crucial factor differentiating these 
three types is the self-concept. The boy 
who, as a result of favorable experiences 
with others in the family, peer group or 
school, comes to see himself as a “good boy” 
or as a “non-delinquent,” has developed 
an inner containment, a buffer or insula- 
tion against delinquency.1° The good self- 
concept acts as a shield which protects him 
from the adversities of the environment. 
The more urban, industrialized, mobile and 
individualized American society becomes, 
the greater the reliance that must be placed 
on a self that is strong enough to make effec- 
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tive choices among alternatives, to steer 
away from danger and to manage daily liv- 
ing. The problem now is to find what pro- 
duces a favorable set of self-perceptions that 
can act as an insulator against the pulls and 
pressures of a bad environment. What is 
it within the socialization process which 
enables some children, even in the slums, 
to hold the line against deviation? What 
are the specific components in the person- 
ality development of children that deter 
mine a favorable or unfavorable image of 
self? Finding answers to these questions is 
something in which sociologists, psychol- 
ogists and psychiatrists can find a mutually 
beneficial area of study. 
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Spontaneous play in resolution of 


problems: a brief example 


Play is an effective approach to the reso- 
lution of problems for children. Hombur- 
ger-Erikson ? has explained that “to ‘play 
it out’ is the most natural autotherapeutic 
Measure childhood affords. No matter 
What experience has threatened the child’s 
Psychic integrity, he attempts to restore it 
by mastering in play a sphere of reality in 
Which his acts are physiologically safe, 
Socially permissible, physically workable 
and psychologically satisfying . . .” 

The importance and role of play for the 
child at home is noted in relatively non- 
technical and parent-aimed writing from 
time to time, as well as in more theoretical 
a More specialized work. Spock,* for 
> speaks of young children at play 
ro ard at work learning about the world,” 
aud goes on to say about the pre-schooler, 
Meanwhile, he’s been learning to take out 
IS Violent feelings in play form.” 
oe see the clear and spontaneous €x- 

ssion of a psychic problem in the play 


of a normal child at home is a vivid experi- 
ence which may not be rare but is seldom 
shared. The occurrence of an active and 
concentrated playing through of an experi- 
ence threatening to the ego, carried through 
to the point of psychologic satisfaction and 
acceptance, is a striking event—to observe 
the activity of the threatened child setting 
out to “do a job” of dealing with the emo- 
tional situation and conquering it, indi- 
vidually and spontaneously, makes “more 
real” the functioning that is already under- 
stood from other sources. We here describe 
two play incidents in the life of one partic- 
ular child. 

Betsy, now 614, is four years younger than her 
sister, her only sibling. She is attractive, bright, 


large for her age and, in general, a very “normal” 
child. In spite of the boundless energy which she 


Dr. Styrt is a psychiatrist and psychoanalyst en- 
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rollerskate!™ 

When Betsy was five, her maternal grandmother 

—who lived a thousand miles away—suddenly died. 

Betsy's parents had to make quick plans to go there, 
s. and left the two little girls in the care of an adult 
\ whom the children knew and liked and who had 

previously stayed overnight at their house. The 
h only comment Betsy made at the time was to tell 
her Kindergarten teacher the next moming that 

“Grandma died.” But three months later (some 


twelve weeks after the parents had returned from 
the funeral and the normal family pattern had been 


home from school, she would say, “You are our 
mother and Grandma B. is Daddy's mother, but 
you don’t have a mother any more.” This occurred 
three or four times, with very strong affect. It was 
usually responded to in such terms as, “No, but we 
remember her, don’t we?” Presence of the voluble 
10-year-old sister restricted continuation of the 


Much dramatic play was going on about this 

) time, involving the sisters and one or two neighbor- 
. hood children in make-believe related to family 
fi life, in addition to the playing of story characters. 
t Instead of following familiar patterns, Betsy sud- 
denly began saying, in her play, “I'm not going to 
get married,” and “I'm not going to be a grand- 
mother—I'm going to be an aunt.” (Betsy has a 
maiden great-aunt about the same age as her grand- 
mother.) This was not addressed to adults, for dis- 
cussion, though it was said in the presence of adults. 
Betsy's father felt that this move in her make- 
believe was related closely to mother’s absence and 
grandmother's death, and suggested that the subject 
be approached directly with her. At a quiet bath- 
time, Betsy's mother asked her whether she had 
been bothered and confused about the events of 
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that time. She reminded Betsy that she 
Grandma had not been well for a long time and 
been taking medicine when she had visited; 
Grandma was 75 years old. Mother further 
tioned that of course nobody had to get T 
and named some unmarried friends of the fi 
She went on to say, however, that whether one 
a grandmother or an aunt had nothing to do 
dying, and that married people actually ih 
longer than people who were not married. In 
eral, an attempt was made to encourage © 
and to “clear the air” briefly and directly. 
It was immediately noticeable that Betsy's 
went back to the usual sorts of family sit 
make-believe, and “I'm going to be an aunt” mi 
not heard again. Betsy also began to speak natur 
of grandfather and to talk thoughtfully and u 
standingly about visiting him, and about the 
that grandmother would not be suere. She she 
no further signs of disturbance. A year later, 
the family went to visit, she was able to talk in 
direct and undisguised way, with tears in her 
about the fact that grandma was no longer U 
and grandpa was alone. 
When Betsy was 614, it became necessary for 
to go into the hospital to have a small tumor 
moved from her nose, She knew the purpose} 
the operation. The pea-sized bump was just d 
a nostril and was an irritation to her. She 
reasonably well prepared for hospital procee 
and her mother stayed with her. What had not 
anticipated by her parents was a bit of p 
surgery. At the end of the operation, Betsy 
both a bandage on her nose (all the surgery 
been inside her nostril) and a bandage on M 
upper part of her thigh, where a bit of skin 
taken for a free skin graft. It was necessary for 
to stay in the hospital a day longer than originat 
expected, and she had to stay away from school 
a few additional days because of the skin graft, ” 
Betsy's doctors were thoughtful and 
their approach to her. She was not subjected 
unnecessary routines or procedures. Sinus x- 
were done and there was a single blood test. BT 
an hour or so before she went to the oper 
room, Betsy had her only injections: two, in q 
succession, in the buttocks. The nurse gave her 
disposable syringes, minus the needles, and Bets 
eventually took them home with her. 
It was explained to Betsy, both by her moo” 
and by the plastic surgeon, why she had a bandai 
in the area of the groin as well as on her m 
Nevertheless, when the plastic surgeon at the fe 
change of dressing asked her if she knew why s 


fad the second bandage, she sald, “No.” It was 
tare explained again. 

‘The day after ber return home from the hospital, 
Betsy began to show interest in the syringes She 
Qweaght them to lunch with her in a large kitchen- 
daiag area of her home. Using a paper cup of 
water, the experimented with squirting with the 
mriaget She was mildly told not to squirt water in 
the food, and the appeared to lose interest in this 
aatavity. 

Late in the afternoon, Betsy returned to the 
fringes and the water. She squirted water the 
length of the table. Her mother allowed this, 
Geared the table of anything that ought not to get 
wet, and jet the play continue. The child then 
squirted water all around the edges of the table, 
She squirted water across the room and arching high 
into the air. She squirted water on her favorite 
Gell, which was lying on the table. 

After this went on for some time, Betsy moved 
to the sink. She began to use the rinsing hose and 
Bonie to spray all around the sink. She sprayed 
Swe saucepans on the drainboard and squirted 
Water on top of the mixing faucet and watched it 
Tun off the end. 

A few limits were stated—don't spray a certain 
Piece of furniture (tile floor, formica table top, 
Counter furnishings and painted walls made a good 
deal of wetness permissible, fortunately); don’t 
‘pray down behind the sink; it might be better not 
to spray the doll's head because her eyes might get 
Muck up and not work properly, These limits were 
feadily conformed to. Otherwise, the play was 
lowed to go on in unrestricted fashion, with 
fomstant squirting activity. Both the room and 
Betsy got rather wet. 

After more than half an hour, Betsy's mother, 
busy in the same room while all this was going 
On, remarked to Betsy that she was getting pretty 
wet, and that any time she wanted to, she might 
® change her clothes or, if she preferred, take off 
her wet clothes and get right into sleepers. 

After another ten minutes, Betsy suddenly 
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Emotional and social adjustment 


In the years following the launching of 
the first “Sputnik,” attention of researchers 
and therapists was focused upon the intel- 
lectually gifted child. Recently the prime 
focus has shifted to the intellectually de- 
prived and retarded child. This paper is 
concerned with observations on six subjects 
who (speaking of themselves) typically say, 
“I study; nothing happens” and “I don’t 
really get along.” These subjects, despite 
the impression created by their comments, 
are intellectually gifted. This paper is con- 
cerned with observations on marginally 
gifted students in a high school for excep- 
tionally gifted girls. On recommendation 
of her primary school, a girl may take the 
entrance examination. If qualified, she is 
admitted, thereby gaining the opportunity 
to continue competing. If her scholastic 


Dr. Meyerowitz is assistant professor, Department 
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of marginally gifted 


girls ina special school 


average drops, she returns to a conven 
tional high school. Nominally, the mint 
mum potential for achievement necessaly 
for admission and continued attendance # 
equated with a Binet-Stanford 1.Q. of 125. 
The subjects of these investigations have à 
tested 1.Q. of 107 to 118 as measured 
the Terman-McNamar test. They ranked 
192nd to 244th in a class of 244 in thet 
senior year. They were observed during 
an elective course in their senior year. 
rollment in this course was 22. 4 

We conceive of three factors as determ* 
nants of academic success: (1) Digital $ 
(primarily memory for fact), (2) baer 
skills (primarily conceptual integration 
and (8) Drive (internalized stress and 
ability to compensate).* 

The eran Senin and i 
quent classroom performance tested and t 
some extent measured the first two factors 
Drive is manifested in the ratio of me 
ment potential to academic grades. 


Adjustment of marginally gifted girls 


measure achievement potential (crudely) 
as equated with intelligence quotient (LQ). 
Performance is roughly equated with aca- 
demic test grades. Lewis Terman liked to 
all this “drive” ratio the “Zip Quotient"— 
the Z.Q. 

Our subjects were obviously “driven”; 
they had a high Z.Q. This was shown by 
their attaining entrance and continuing 
residence in this special school. The case 
descriptions which follow have been edited 
to aid consideration of the phenomenon 
and its consequences. 


CASE ONE. This girl had a sister 11 years 
Younger. She seemed to be organically normal. 
Binet LQ. was 110. Her entrance score was 702/1000 
{well balanced performance), but her 7th semester 
‘ore was 800/1000 (balanced improvement). 


Instructor's observations: 


: “cooperative” 
: “takes her cue from others” 
sily distracted” 
‘could do better if she tried” 
“sullen” 
: “talkative; does not try” 
_ After the first semester she wanted to quit the 
‘pedal school and return to a conventional one. 
4 she is glad that she did not. Often late to 
“hool, she gives the impression of “not caring.” 
She tells us: “I studied more the first term; now I 
Rudy much less. The work is not getting any 
faser to do.” In the elective course she ranked 20th 
and failed. “It's my weak subject,” she explained. 
In the first semester, she joined a social club with 
Wome of her friends. When her friends were reas- 
to conventional high schools, she dropped all 
fecal activities. Then she became interested in the 
evic organizations of the school. She works dur- 
ing the summers and is active in her church all 
| Ye round. She tells us that she made friends at 
ta who were of different scholastic standings, 
__. hone are worse than I.” Her senior class rank 
Was 192 in a class of 244. 


l 
a Two. The youngest of four children, she 
only girl. She is overweight, has a well-cor- 

P kS visual deficiency and an orthopedic deform- 


] t Binet LỌ. was 107. During the 7 semesters, her 
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humanities scores remained especially high, but her 
science scores declined. 


Instructor's observations: 


Semester 1; “quiet and cager” 

Semester 2; “the work is hard for her, but she 
tries hard” 

Semester 4: “outside of class she seems happy-go- 
lucky” 

Semester 5: “has not worked at all this term” 

Semester 7: “caught up” 

This girl is often late to school. Her sense of 
humor annoys the class. She says that she is sorry 
that she didn’t go to a conventional school. There, 
she is sure she would have had grades of 90 plus 
Commenting on her gencral class performance, she 
said, “I didn’t study, and I would not have done 
much better if I had." In the elective course she 
failed, saying, “I could have passed, but I didn’t 
study. When it's too late, I could kill myself. 1 
just don’t really get along.” 

Extra-curricular activities reflect the same pattern 
of abilities smothered by lack of social adjustment. 
She tried a different dub each term but never 
seemed to find her place. She said, “It keeps my 
mother from worrying if I just come home after 
school.” She does not care for most of the girls in 
the school, feeling that they are “clique-ish and 
mercenary.” She has her own group whose unifying 
factor is, “we are all stupid.” She especially felt 
the senior year to be “no good.” She says she was 
not accepted by neighborhood peers. But she insists 
she did not care, as she had enough male com- 
panions. This girl has a long and satisfactory work 
record and is doing professional comedy work. Her 
senior class rank was 243 out of 244. 


CASE THREE. She was an only child, over- 
weight and had a corrected visual deficiency. IQ. 
was 117. 


Instructor’s observations: 


Semester 2: “very able” 

Semester $: “could put forth more effort” 

Thereafter all comments were positive. 

This girl is seen favorably by teachers and peers, 
is active in a school musical organization and has 
held class offices. She insists that she had very few 
friends in the early years and now has only one real 
friend, described as “gifted.” In the elective course 
she ranked 15th and passed, but said, “I forgot 
facts.” 
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In other courses she has “forgotten” to complete 
entire sections of examinations. Commenting on 
herself, she said, “I just want to get out of here; 
some people have so much school spirit; I don’t. 
I am not gifted and I have nothing against them . . . 
I just thought I was until I came here.” In a senior 
class of 244, she ranked 241. 


CASE FOUR. The oldest of three sisters, this 
girl had an IQ. of 118. She had a severe hearing 
loss. Her entrance and seventh semester scores in- 
dicated “balanced performance.” 


Instructor's observations: 


Semester 1: “dull, lazy” 

Semester 2: “not interested, an enigmatic smile” 

Semester 3: “marked feelings of inferiority” 

Semester 5: “diffident and sulky” 

Semester 7: “quiet” 

Although she lives only two blocks from school, 
she is often late. She said, “I study; nothing hap- 
pens” and “I get nervous when I must choose (on 
tests); I am never sure.” In the elective course she 
ranked 12th and passed. 

Despite repeated statements of intent to join 
social groups, this girl actually participated only in 
a religious activity, and left that after one term. 
She is employed after school and stated that she 
“had no time” for social activities. She ranked last 
in a class of 244. 


CASE FIVE. An only child, she was underweight 
and had a corrected visual deficiency. I.Q. was 112. 
Her entrance score was 786 (unbalanced perform- 
ance favoring digital skills). Her 7th semester score 
was 768 (unbalanced performance favoring analogue 
skills). 


Instructor's observations: 


Semester 1: “earnest” 

Semester 2: “worrier” 

Semester 5: “very weak student; does not exert 
herself at all” 

Semester 7: “very poor student; outshown by 
more forceful members of class; needs to think for 
herself more” 

In attempting to administer some standard psy- 
chologic tests, the examiner found high “lie” scores. 
She reports studying for tests, pays attention in class, 
takes everything down and says, “I pick things up 
easily” and “you learn a lot just listening.” Before 
tests, she prays. In the elective course she ranked 
18th and failed, commenting only, “I studied.” 

She felt another school might have been too easy 
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and then she would not have worked enough of 
done any better. Despite the high improvement ia 
analogue skills (which she has made since entrance) 
she still feels “panic” in composition courses, Fear 
ing the neighbors’ comments if she were to transie 
to a conventional school, she stayed on, saying 
“Sometimes I’m sorry; I feel inferior here.” 

After her second semester, all extra-curricular 
activities were dropped. She reports four friends 
all of her religion and all “non-intellectual.” Senior 
Class rank was 226 in a class of 244. 


CASE SIX. Youngest of three children, she hada 
corrected visual deficiency and an 1.Q. of 118. 


Instructor’s observations: 


Semester 1: “improved intellectually” 

Semester 2: “seems to find it hard to cope” 

Semester 3: “erratic” 

Semester 7: “she would do better if she tried” 

This student felt that she would have earned 2 
90 or more at any other school. “I didn’t want t 
go here; I wanted to be with my friends. I am 
very studious (but) I just can’t express myself (and) 
I never know which alternative to choose (on tests)” 
In the elective course, she ranked 22d and failed. 

This girl is active in her church but has no 
found a place at school, although she did try several 
different activities. “Girls are different here; I 
friends the first term but they left (reassigned v 
conventional schools). There are ‘cliques’ here; the 
come from different backgrounds. I just lack schoo 
spirit.” After school, weekends and summers, thi 
girl is a secretary for an insurance company. He 
senior class rank was 197 out of 244. 


The table presents the available objecti" 
scores of each case and, in the third line, th 
ratios and direction of changes in academi 
performance over the four years. l 
academic performance over the high scho 
years seems remarkably stable, the chang 
ratio reveals an inverse correlation tO pe 
formance on the entrance examination: 
would appear that, in this unique settini 
the Drive factor is catalyzed in propor? 
to the discrepancy from the mean. 
although all these subjects had among © 
lowest admission scores, those who felt th 
they were not the lowest also felt I 
“driven.” Alternatively, it might be 
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ACADEMIC PERFORMANCE 


Case 1 2 
Entrance score * 702 742 
Current score * 800 737 


Percentage of change in 
academic performance +13.9 —7 
1Q. 110 107 


MEYEROWITZ 
3 4 5 6 
744 751 786 873 
735 74 768 796 
—1.2 —2.2 —2.3 —9.1 
117 118 112 118 


1 Pre-admission: Mean of two scores in test battery. 1000= perfect. 
Seventh Semester: Mean of final grades in all courses exclusive of foreign languages and Arts, 1000=perfect. 


pothesized that those who have the least 
potential for achievement at admission had 
then (and continue to manifest now) the 
greatest overcompensation for internalized 
stress, ie. Drive. The social data support 
this alternative hypothesis. 

Over the high school years, the effects of 
special education on this marginal group 
have been to reduce both the total variance 
in performance and the correlation of in- 
telligence to academic performance. In 
research with marginally retarded children 
(Binet I.Q. 65 to 85), I have noted a similar 
phenomenon.2 There appeared to be a 
leveling factor of education. Those with 
lower apparent potential to learn mani- 
fested higher drive and a resultant gain in 
measurable academic skills. 

The similarity of behavior between ed- 
Ucationally retarded children in the con- 
ventional school setting and these six girls 
in the special school setting (i.e. across the 
Intellectual spectrum) is worth stressing. 
Number Six, who had the greatest poten- 
tial for achievement, identified with those 
Aaa peers who failed to maintain a sat- 
eal scholarship and by the second 
a ster was having difficulty in coping. 
Sai p poned feeling “alone.” Number 
a rii demanaren 
il, me her initial lack in academic 
ee not accept the improvement 
ae a at first called a “wornieri and then 
eor ae to a “poor student. She fe- 

er few friends as “non-intellectual. 


Case Four had “marked feelings of in- 
feriority,” was “sulky” and sat in class with 
an “enigmatic smile.” She was frequently 
late to school, although living close by. She 
did not participate in extra-curricular ac- 
tivities but did invent a record of groups 
she had meant to join. 

Number Three is accepted by teachers 
and peers; yet she completely lacks self- 
acceptance. She does not reciprocate the 
sociometric choices made toward her and 
reports having only one friend whom she 
describes as “gifted,” i.e. different from her- 
self. She has the self-fulfilling mannerism 
of overlooking sections of assignment in 
tests which would pull her score down and 
“prove” her inability. Number Two is 
lacking in social adjustment both at school 
and at home. She describes her friends 
(and herself) by the phrase, “we're all stu- 
pid.” Further evidence of her feelings of 
inferiority is seen in her frequently coming 
late to school and in disrupting her classes 
with what she considers humorous behavior. 
Even Number One (who has gained the 
most from the special school) manifests 
behavior typical of a retarded child. Her 
progress was from “cooperative” in the first 
semester to “easily distracted” and “sullen,” 
to “talkative, does not try” in the seventh 
semester. She identified and joined a 
group of students who did not maintain an 
acceptable scholarship and so were reas- 
signed to conventional high schools. After 
this point, she was unable to identify with 
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any new group and refrained from any 
further social activities. She did redirect 
her energies into service work. The level 
of her self-esteem is manifested in the de- 
scription of her friends at school as “none 
are worse than I.” 

This paper has been concerned with ob- 
servations on six high school seniors who 
would conventionally be called “gifted.” 
They were placed in a school for excep- 
tionally gifted girls and assumed the role 
behavior commonly associated with the 
status “retarded.” It is suggested that here 
are two areas of adolescent social and emo- 
tional adjustment which have previously 
been inadequately considered; where con- 
sidered, attention has been improperly fo- 
cused solely upon academic achievements. 
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One factor is the notion of a Zip Quotient 
(or Drive factor) which is not new. Ey 
cept when linked with outstanding over of 
under-achievement it has been treated as an 
intervening, rather than causal, variable 
Second, concern with the social adjustment 
of the intellectually marginal child ha 
been all but lost in the forays by the ad 
vocates of attention to the extremes. 
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A treatment facility 
for college dropouts 


It is hardly necessary to call attention to the 
increasing efforts being expended to salvage 
the dropout of all ages and educational 
levels. He is indeed, as the burgeoning lit- 
erature, conferences, and budget expendi- 
tures will attest, in a fair way of becoming 
the prodigal son of American education, 
Whose return to the fold bringeth more joy 
than the predictable performance of ten 
good, reliable students. 

Yet, according to Iffert’s* authoritative 
Statistical surveys in this area, there has 
been no real increase in the drop-out rate 
among college students in the past 40 years. 
What, then, does the pervasive climate of 
urgency reflect? I think, perhaps not an in- 
Tg problem, but an increasing sense of 
ee for the problem. We can no 

ger sanction the drop-out phenomenon 
aS a necessary weeding out of the incom- 
ey “a selection of the fittest.” In- 
y , to our dismay, it has become apparent 

at this Darwinian ethic predisposes us to 


the selection, not always of the fittest, but 
the most adaptable. 

To quote Katz and Sanford, “nobody 
knows how many potential learners go out 
along with the unable and indifferent; nor 
do we know to what extent remaining in 
college is a matter of gamesmanship or ca- 
pacity to adapt to conventional pressure.” * 
Moreover, it is axiomatic that deviant 
social behavior is not truly outside or alien 
to a culture, but, to quote Merton, “repre- 
sents socially induced deviations—devia- 
tions which the culture and social organiza- 
tion conjoin to produce. In other words, 
social and cultural structures exert a defi- 
EEE 
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nite pressure upon certain persons to engage 
in nonconforming rather than conforming 
conduct." * ‘The college student, when he 
drops out, may be considered to be operat- 
ing along predetermined channels, with the 
terms and categories of his failure defined. 
He is not a reject of the culture, but rather 
a product of it; one whose life experience 
and character structure pre-eminently suit 
him to this role. 

In the hope of contributing a specific 
psychiatric perspective to this perplexing 
problem, the William Alanson White In- 
stitute of Psychiatry, Psychoanalysis and 

. in February of 1962, received 
from the National Institute of Mental 
Health Grant #OM-867 to establish a 
pilot clinical project to investigate and 
treat a group of selected college dropouts, 
after their separation from the campus. I 
must emphasize that for the purposes of our 
investigation, the rubric “dropout” encom- 
passes those students leaving college before 
the completion of the prescribed course of 
studies regardless of the mode of separation; 
ie., scholastic failure, expulsion for mis- 
behavior, withdrawal, medical leave, etc. 
There are, unquestionably, many students 
who leave college because of disinterest, 
situational dissatisfactions or gross incom- 
petence. We have directed our attention, 
however, to those students who are sus- 
pected of having a significant emotional 
component in their failure to continue 
their studies. According to Farnsworth 1 
this group constitutes more than 50 per 
cent of the total college drop-out popula- 
tion. 

Since the students who filter through to 
our clinic would necessarily be a highly- 
selected group, we cannot be sure, without 
further control studies, to what extent they 
are typical or representative of the over-all 
drop-out population, the under-achieving 
college student or college students in 
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general. Nevertheless, they are sui 
of great interest, and moreover we stig 
suspect that many of our findings de 
relevance for a larger population. 

A treatment facility designed to off 
bright underachieving student help, l 
the fact;” i.c., after he leaves colle 
several important advantages. It affo 
opportunity to treat and observe a i 
concentrated group over a two-year per 
Its sponsorship by a psychoanalytic 0 Ín 
group assures a certain homogeneity 
therapist competence and theoretical OF 
tation. And, since intensive psychothet 
is in itself an incomparable source i 
in depth, it would permit the develop 
of data collecting and research persped 
not feasible in briefer, more transient) 
tacts. Most important of all, it is quite 
sible that these students are simply ne 
cessible to therapy until they have mad 
crucial decision of withdrawing or Ù 
dropped from college. For many of Ú 
this may be their first autonomous dea 
separate from the goals and expectatie 
their families. A psychiatric clinic ot 
college campus, no matter how com pe 
may offer them therapy at a time whet 
are still very much uncommitted to $€ 
and, moreover, suspect the clinic to b 
secular arm, so to speak, of the college € 
lishment. 

We hoped to study this concenti 
population of students from the fo 
directions: (a) Definition of charac 
syndromes of dropouts, times, sy™ 
and so forth; (b) Delineation of pe 
profiles characteristic of the group am 
relationship between particular chat 
structures and types of school dificul 
Collection of motivational and imp 
tation data; i.e., how they handle 
lege experience, how they learn, stue 
exams and deal with school auth 
(d) Investigation of the specific 


dynamics of dropout, including data about 
the developmental history of the dropout 
amd specific patterns of family aculturation; 
fe) And, hopefully, elaboration and evalu- 
ation of specialized techniques of therapy; 
for instance, the usefulness of modalities 
such as group therapy or family therapy. 

If such a clinic fulfilled its functions, be- 
tides offering a specific service to the stu- 
dent, it would be helpful to the referring 
colleges, inasmuch as it would provide them 
with a clinical resource that would “pull” 
the drop-out students who ordinarily dif- 
fuse into the general community and are 
quite difficult to follow intensively over any 
period of time. Presumably, information 
acquired about the genesis and treatment 
of the drop-out syndrome would be useful 
to the colleges in forestalling its appear- 
ance. We also hoped that the colleges 
might be interested in a central organiza- 
tion that would serve as a clearing house 
for an exchange of information and syste- 
matic data collecting. 

Although the concept of a community 
dinic for college dropouts seems irrefutable, 
its practicality was open to some question. 
This is, after all, a group already notable 
for its proclivity for withdrawing from 
stressful situations. It was rather a large 
‘sumption that they would come to 
therapy, stay in therapy and respond favor- 
ably. Individual experiences in treating 

: patients have often been reported as 

Ouraging, involving many years of in- 
tensive psychotherapy to produce results. 
We had, so to speak, the recipe and the pot 
but could we catch the chicken? The re- 
‘ponse of both dropouts and colleges to this 
new clinical facility would be an index of 
its usefulness, 

The design and intake procedures of the 
Project have been elaborated elsewhere * 

ù briefly, a liaison was established with 

colleges in the East likely to have stu- 
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dents originating from the New York metro- 
politan area, We asked the colleges to refer 
to us those potentially capable students 
suspected of having a significant emotional 
component in their withdrawal. No more 
specific criteria were established. The stu- 
dents referred to us, then, would be thought 
by the colleges to be in some emotional 
distress, interested in a referral, and worth 
salvaging. In addition, the ones who finally 
appeared at our clinic would obviously have 
been sufficiently motivated to follow 
through on the colleges’ recommendation; 
albeit out of genuine wish for change, be 
cause of emotional distress, a desire to stay 
on the right side of the college authorities 
with the hope of being permitted ot return, 
or possibly even being sufficiently inert and 


grossly inappropriate or in need of imme- 
diate hospitalization, was offered a com- 
plete screening which consisted of (1) Fill- 
ing in an application; (2) An initial inter- 
view with the chief investigator; (8) An 
interview with our social worker; and (4) 
A psychological battery of tests consisting 
of the WAIS, TAT, Selected Creativity 
Test (Getzel & Jackson), Rorschach, 
Human Figure Drawings and Graphology. 
This material was then reviewed in a 
screening conference which included the 
screening participants and any of the thera- 
pists or other members of the staff who were 
interested in attending. 

Acceptance for therapy depended upon 
two main criteria. First, the extent to 
which we could estimate that the dropping- 
out of school was causally connected with 
the college experience as an emotional 
crisis; i.e., not caused by long standing dis- 
interest or difficulty which would have oc- 
curred at this time in any other setting. 
Second, an assessment of the student's in- 
telligence, originality and genuine interest 
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in learning. Diagnostic category and 
severity of pathology were, if possible, not 
weighed heavily and we rejected only a 
few students primarily because they were 
evidently too disturbed for treatment in an 
outpatient program. 

These are the vaguest possible selection 
criteria. Nevertheless our two-year €x- 
perience has demonstrated some very sharp 
differences between the groups selected and 
rejected for therapy. We hope to present 
these findings in more detail in another 
paper, but, in general, the accepted group 
appears to be a much more rebellious and 
dissatisfied population, with other distinct 
differences in background and activity. 
Whether we intuitively selected the group 
most likely to respond to therapy or 
whether we simply selected the group we 
liked the most remains to be established. 

Therapy, when offered, consisted of once- 
a-week psychotherapy and, on some occa- 
sions, twice-a-week psychotherapy. Sessions 
were 50 minutes each with therapists who 
are advanced candidates at the William 
Alanson White Institute. There were also 
two group therapy projects of approxi- 
mately eight patients each offered only 
concomitantly with individual therapy. 
Patients were selected both in consideration 
of the value of their participation in the 
group and the usefulness of that modality 
of treatment for them. 

As an ancillary service, the parents of all 
patients in therapy were interviewed by the 
social work staff. A parent discussion group 
began in the second year of the project and 
has evolved into a group therapy project. 
The usefulness of the parent group, both 
for the data collection and for its relevance 
to the individual therapy of the patients, is 
so evident that we plan to establish a much 
more elaborate family therapy program. 

One year of psychotherapy was estab- 
lished as a median goal, although patients 
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time depending upon their progress. Pa 
tients were assigned selectively to thos 
therapists with whom we thought they 
might work best. It is to be emphasized 
that at no time did we select patients with 
the rate of return in mind; we did not select 
patients we thought would be most likely 
return to school. Every effort was made to 
refer those patients who could not be” 
treated in our program to other treatment 
facilities. 

From the onset, we planned to ase 
through systematic research procedures af 
many facets of the project as feasible. New 
research procedures were to be introduced 
as clinical insights arose and as time and 
personnel limitations permitted. Formi 
have been designed to systematically record 
data from the screening interviews and ther 
apy and to collect additional information 
from colleges, patients, family and there 
pists, particularly in areas where clinical 
hypotheses are evolving. 

To elaborate, at the conclusion of intake 
the social worker fills in a form in whid 
major aspects of the circumstances concerti 
ing the dropout, the patient’s life situation 
after the dropout, clinical diagnosis, pe 
sonal history, family background are ci 


were treated for shorter or longer periods of 


corded. Each applicant for treatment ! 
in: (A) A questionnaire on his previous 
school history and the nature of his p 
involvement with his school work; (B) A 
sentence completion test with items a 
the patient's attitude toward the past am 
the future and his attitude toward wor 
and the overcoming of obstacles; (C) Ae 
adaptation of Strodtbeck’s V-scale to meat 
ure achievement striving; (D) A 
attitude inventory designed by Goldberg * 
sessing the student’s actual and ideal ima$! 
of himself in various areas of his personality 
functioning.? pE 
The parents of each of the patients 


meatment have been asked to fill in a 
whedule which inquires in detail about 
their educational and occupational experi- 
ences and those of their parents and another 
schedule which covers selected facets of the 
patients’ development history. At the com- 
pletion of treatment and/or the end of one 
year of treatment, the patients’ individual 
and group therapists fill in a specially de- 
vised assessment of change schedule. As in 
all other administrative details of the clinic 
(keeping appointments and being on time) 
both parents and students were remarkably 
operative in filling out this veritable 
mountain of forms. 

These forms are, of course, subject to re- 
vision as our experience accumulates. The 
schedules were designed for later IBM proc- 
esing which has much facilitated our ex- 
ploring cross-correlations. In addition to 
the data forms, tape recordings have been 
Kept of therapy sessions, group therapy 
Projects and all parent interviews. The 
parent interviews and parent group have 
been audited by an ethnologist. Our hope 
Was to discover consistencies for the group 
of patients as a whole and to elucidate 
intragroup patterns. 

The absence of comparison groups; i.e. 
disturbed students who do not drop out, the 
less gifted dropouts who do not come to the 
“tention of the clinic facility, normally 
achieving students, etc., makes it difficult to 
assess the relative significance of our find- 
ings We hope to rectify these gaps with 
‘omparison studies. There are a number 
of intragroup differences observable in the 

lopmental histories of our male and 
patients, time and nature of dropout 
and family experience which we hope to 
Present in more detail at some later date. 
os data do strongly suggest that there are 
number of typical patterns of family con- 
“ellation which may be specifically related 
$ college performance. 
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A total of 71 colleges were contacted and 
informed of our service; sixty-two responded 
favorably. A few of the smaller colleges 
were interested in us as an information ex- 
change service, but were reluctant to send 
us students because of the “clinic” connota- 
tion and because they found it preferable to 
make arrangements with private psycho- 
therapists of their own choosing. As one 
might expect, some of the more enthusiastic 
responses came from those colleges with a 
large number of relatively low-income stu- 
dents, for whom private psychotherapy 
would not be ordinarily available and from 
those colleges where the income of the stu- 
dent was not the issue but where the college 
maintained a large, well-organized psychi- 
atric service and was interested in collabo- 
rating with us. 

In order to place our population in the 
total group of dropouts from the partici- 
pating colleges we submitted questionnaires 
inquiring about various aspects of the stu- 
dent attrition rate. Our experience was in 
line with that reported by Summerskill; * 
in many colleges, on-campus psychiatric 
services are quite minimal and there is very 
little systematized attempt to collect data 
on dropouts. 

During the first year of operation of the 
clinic 101 students applied. Since our proj- 
ect design allowed for the continuous treat- 
ment of only 25 patients, during most of the 
second year we were obliged to close our 
intake. Consequently, over the two-year 
period of the project 133 patients applied, 
male and female applicants being about 
equal. Of these, 89 were completely 
screened and an additional 31 had partial 
screening. The balance, 13 patients, did not 
follow through after the original appli- 
cation. Eighty per cent of the patients 
referred to the project were sent by the col- 
leges. The remaining 20 per cent were self- 
referred or came by word-of-mouth from 
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other students in the project. The college 
referrals came from 38 different colleges 
and, although heavily weighted from several 
colleges in New York City, the total popula- 
tion does represent a cross-section of col- 
leges and universities in the East. 

The remainder of the intake data refers 
only to the totally screened group of 89 
patients. 

Two-thirds of the students were from 
New York City schools and the balance 
from outside the greater New York area. 
Most of them (86 per cent) were in coedu- 
cational colleges. Slightly over half the pa- 
tients were living with their parents during 
their stay in college, although after the 
dropout two-thirds went to live with their 
parents. This high incidence of stay-at- 
home students certainly constitutes a major 
bias in our population. It would suggest a 
relatively immature or dependent popula- 
tion; or, at best, one relatively bound to 
their families. At the same time, home- 
sickness or separation anxiety can be elimi- 
nated as a likely causal factor in motivating 
these dropouts. 

However, contrary to the implications of 
this residence data, at the time they came 
to the attention of the clinic, almost 70 per 
cent of the patients were working either full 
or part-time. Also, approximately one-fourth 
of the patients were completely self-support- 
ing financially. It is of interest, too, that on 
the average, a period of only three months 
elapsed between separation from college 
and application to the clinic, half of the 
students applying within a month. These 
latter findings would imply a relatively 
high level of purposefulness. 

These students are intelligent (their me- 
dian I.Q. is 125; range 104 to 141). Of the 
total group only slightly less than 10 per 


* The criteria for these and other subsequently 
mentioned categories are available on request. 
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cent had college boards under 500. Clow 
to 20 per cent of the students had board 
between 500 and 600 and 35 per cent had 
600 and higher. On the basis of the infor 
mation they gave in the course of the intake 
interviews, the college academic records of 
the students were classified as failing, poor, 
average, scattered and superior. A distino 
tion was made between academic records in 
the year before dropout and the year during 
the dropout. Almost half (45 per cent) of 
the students were doing poor or failing 
work in the year before dropout.* 

On the other hand, almost 20 per cent of 
the students received superior grades in the 
year before leaving. Thirty per cent were 
doing average work and slightly over 5 pet 
cent had very scattered grades, some pooh 
some good. During the year of the dropout 
the academic records of the students deter 
orated markedly, 69 per cent either doing 
poor work or failing. However 18 per cent 
were still doing average work and 12 pet 
cent were doing superior work. It is notable 
that only 5 per cent of the students com 
pleted the year and left in good standing 
Eleven per cent left in the middle of the 
year, but in good scholastic standing. The 
remainder of the group either left in the 
middle of the year or finished the yeah 
(30 per cent), but with failing of incomplete 
work; i.e., very few of these students com 
pleted the year successfully and then de 
cided to withdraw. 

We strongly suspect that this pattern ma) 
distinguish the emotionally disturbed drop 
out from his confreres. The ability to com 
plete the task at hand before deciding " 
leave may very well be the hallmark of a 
entirely different kind of scholastic wit 
drawal, one we are not seeing, to any 
extent, at our project. 

Although, on the whole, their se 
college performance was statistically ann 
average, it should not be ignored that ma” 


students, relative to their capacities, 
underachieved all through their school 
ds. Their earlier school performance 
‘Bad frequently been defined by a very high 
wel of verbal glibness, a good deal of 
g” of the teachers and often very 
sustained work. Few of them have 
h sitzfleisch and somewhat over two- 
ds of the students were judged to have 
study habits during high school, 
ny of our students tend to have pas- 
gressive character disorders with a 
combination of grandiosity and low 
/ They are typified by a poor, 
‘sometimes bizarre, implementation of 
s. For example, when they are required 
a brief presentation or paper on a 
cular subject, rather than reading one 
o concise references on the subject, 
will take 15 huge reference books from 
ië library and try to read through every 
Cof them. In other words, they start in 
me diffuse, grandiose way to cover the 
re field and then get discouraged and 
They are, in some ways, so hostile 
psubordinate to any kind of authorita- 
€ learning experience that they must 
im everything all over again, from the 
ginning, by themselves; they cannot per- 
themselves to lean on another's experi- 
€. Yet this is a most engaging quality 
it can be effectively channeled since 
them a certain maverick originality 
dependence of thinking. Underneath 
parent rebelliousness, however, there 
A severe marked dependency striving di- 
toward parents and school. 
d to their difficulties with tasks and 
set by authorities are frequently 
Peer relationships of long standing. 
of their relationships with the same 
almost one-third of the patients were 
dered low in competence; that is, hav- 
ficulty in establishing and maintain- 
relationship with a same-sex friend. 
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It would appear that the males tend to be 
less competent in this area than the females 
in our population. 

The general competence level of the group 
as far as relationships to the opposite sex 
are concerned is even lower, Close to half 
of the students were considered to show 
low competence and only slightly more than 
10 per cent were listed as being high in 
competence. In this area the difference be- 
tween males and females is even more strik- 
ing than in relationships to the same sex. It 
is very likely that the ability to establish 
good peer relationships and to obtain the 
support of the peer community in school 
would be of powerful prophylactic value in 
preventing dropout. Thus, the dropout 
seems to be not the popular playboy stu- 
dent who neglects his studies, but rather 
the isolated student who cannot turn to his 
friends or teachers for reassurance and 
tutoring. 

Previous personal history often reveals 
earlier difficulties in functioning in the 
world beyond the family, particularly the 
early years of school; e.g., nursery school 
and the early elementary grades. This may 
take the form of separation anxiety, school 
phobia, or fear of teachers, or inability to 
get along with peers. Functioning appears 
to be somewhat steadier from that period 
on for the rest of elementary school. There 
is again a marked exacerbation of difficul- 
ties in the beginning of junior high school, 
coinciding with the onset of puberty, con- 
tinuing to mount through the junior high 
and high school period, often with a rather 
marked peak toward the last year of high 
school. 

The educational and sociocultural back- 
ground of the parents covers a wide range 
and is a remarkably representative cross- 
section. Of the total group, 39 per cent of 
the fathers had high school or less, 38 per 
cent had some college or had graduated 
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from college, and 23 per cent had done some 
graduate work or completed graduate 
school. Mothers of the group are somewhat 
less well-educated than the fathers. The 
occupational range in the sample is also 
quite wide. A quarter of the fathers were 
skilled, semi-skilled or unskilled workers. 
(Unskilled, actually only 2 per cent). Eight 
per cent were in clerical occupations; 14 
per cent owned small businesses, and 50 
per cent were professional or lesser profes- 
sionals. Of the total group approximately 
28 per cent of the fathers are self-employed. 
Most of the patients come from relatively 
small families. Patients coming from fami- 
lies in which they are the only child and in 
which there were one or two siblings com- 
prised 82 per cent of the sample. A rela- 
tively high percentage of the patients are 
the oldest child. These differences are ap- 
proximately the same for male and female 
patients. 

Perhaps our most impressive statistics 
have to do with the degree of family pathol- 
ogy and the parents’ schooling. Close to 
one-third of our patients come from broken 
families. In two-thirds of these cases the 
parents are either separated, episodically 
separated, or divorced. It is interesting to 
note that in almost 50 per cent of the broken 
families there is separation but not divorce; 
i.e. they do not incisively break up and go 
on to new lives. Death of one or the other 
parent, mostly the father, accounted for the 
balance of the broken families. In almost 
every instance where the family was broken 
the patient lived with the mother. Almost 
one-third of the fathers showed evidence of 
gross emotional disturbance. Some 10 per 
cent of the fathers of the males had been 
hospitalized, and 6 per cent of the mothers 
of the females, showing a higher incidence 
of disturbance existing in the parent of the 
same sex. Fourteen per cent of the siblings 
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showed gross emotional disturbance and § 
per cent had been hospitalized. 

In addition to broken families and grow 
emotional disturbance, a very high percent 
age of the parents had interrupted thelr 
education; i.e., the parent did not achiew 
self-defined educational goals. Sixty-eight 
per cent of the fathers and 61 per cent of 
the mothers had interrupted their eduge 
tion. Two-thirds of the siblings on wl 
we have definite information had also 
some interruption in education. It will be 
remembered that these parents were in cob 
lege during the depression era, and many of 
them had to interrupt their own educational 
goals because of financial difficulties. Thi 
factor no doubt colors our statistics. 

However, if one groups together thes 
factors presumably disruptive of the child’ 
development (fathers’ and mothers’ sever 
disappointment in own career, scholasti 
interruptions, openly expressed mental dit 
order, discontinuities of family experienet 
such as desertion, separation or death of# 
parent), one finds that one or more of thes 
factors are true of over 80 per cent of oll 
patients. It is possible that this very à 
incidence of family disturbance is artis 
tual, caused by the colleges sending us thei 
sickest students (from the sickest homes) 0 
that we are receiving students from uy 
least affluent and successful homes (wi 
the parents cannot or will not support 
vate psychotherapy). Although this 
be gainsaid without further control studies 
our explorations of these families would no 
support either contention, and we feel thes 
findings do have particular relevance an 
validity for some of our hypotheses concer 
ing the role of the family in the genesi $ 
the dropout syndrome. 

At intake, we also assessed the parent 
ambition for the child as well as their 
gree of constructive support and im] 


mentation of his school life. Both 

tend to be ambitious for their children, the 
mothers even more so than the fathers. At 
the same time, the degree of constructive 
support given their children is remarkably 
low. That is to say, there is a striking gap 
between the parents’ expectations of per- 
formance and their constructive support. 
This may be due to psychodynamic factors; 
eg, a good deal of ambivalence on the par- 
ents’ part toward the child’s success, or may 
be more simply explained by the observa- 
tion that although these parents are am- 
bitious people they have had great difficulty 
in implementing their own careers; ie. 
they may very well be people who want a 
great deal but do not know and cannot 
really teach their children how to go about 
it. 

We have also found some consistent pat- 
terns of childrearing, particularly in at- 
titudes concerning toilet-training, privacy 
and infantile sexual behavior. We are very 
much struck by the degree to which these 
parents do not see their children as sepa- 
Fate; that is, the mothers often act as if the 
child never did anything that they did not 
know about, e.g., “Oh no, he never mastur- 
bated.” The child is treated very much as 
an extension of the parents’ ego and even 
their consistent marked distress about the 
difficulties their children are presently hav- 
ing in school seems more related to a distress 
about personal malfunctioning as a parent; 
1e, “What have J done wrong?” than to a 
concern for the patient as a separate person. 

€ parent sees it as really his problem! 

On the reverse side of the symbiosis, we 
have been struck by the consistent finding 
of a lack of any real rebelliousness in the 
early infancy, childhood or adolescence of 

€ patient. These children toilet-trained 
easily, slept well and always did what they 
were told. Moreover, these students seem 
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to have been model, well-behaved, good 
children. To restate it, less in the lexicon 
of the parent and more in that of the psy- 
chiatrist, they appear to have rather severe 
passive-aggressive personality disorders. 
They have never been openly rebellious or 
difficult in spite of being subjected to an im- 
mense amount of pressuring and interfer- 
ence from the parents. Rather, they go 
along accepting the grandiose tasks imposed 
upon them by the parents but without hav- 
ing any sense of how to go about implement- 
ing them, or a considerable negativistic wish 
not to do so, Most significantly, they ex- 
perience their preformance difficulties as 
ego alien; that is, their school difficulties 
are experienced as something inexplicable 
visited upon them out of their experience 
and out of their frame of reference. The 
hostility, negativism and rebelliousness is 
so dissociated that even when it finally pre- 
cipitates a breakdown in functioning, the 
patient, very much like the hysteric, is un- 
aware of the relationship between his symp- 
tom and his style of life. 

This particular passive-aggressive char- 
acter structure develops in a rather char- 
acteristic family milieu. The mother’s 
markedly symbiotic clinging to the child 
causes her to be quite ambivalent about his 
leaving her and going on to school. Even 
if he does not leave the home physically, he 
is certainly moving into a much more au- 
tonomous peer community. Parent inter- 
views and insights gained from psychother- 
apy supported the evidence of the intake 
data that the fathers particularly are often 
absent, inadequate or subliminally destruc- 
tive people. Even when they appear to be 
ostensibly successful they often openly com- 
municate very clearly a strong sense of dis- 
enchantment with their life, their marriage 
and their children. I do not believe we 
have seen a patient whose parents communi- 
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cate to the child a strong sense of pleasure 
in the adult role; more often resentment of 
the child’s right to be passive or protected 
lies close to the surface. 

A significantly recurring modal family 
pattern, then, seems to have a dissatisfied, 
seductive mother who holds her husband in 
rather low esteem. He, in turn, is in in- 
tense subliminal competition with his child 
for some acknowledgement of worth and 
status in the family. Consequently, he un- 
dermines his children’s ambitions, all the 
while ostensibly pushing them to success 
and demonstrating disapproval when they 
fail. In itself, this is a not untypical middle- 
class family constellation, pathological but 
not abnormal. However, there are several 
high incidence factors occurring in the fam- 
ilies of our students which may have more 
specificity. 

First, these are families where acting-out 
lies very close to the surface, both in the 
social arena and in the individual family 
psychodynamics. The parents, as the intake 
data suggests, have shown similar rebelli- 
ousness and lack of persistence in the school 
and social performance. Also, the very 
high incidence of open family pathology 
and disruption causes Oedipal strivings to 
lie dangerously close to awareness and the 
possibility of being acted out; e.g., one finds 
children wearing their father’s suits and 
actually assuming many of his character- 
istics on his death. 


* There is, very possibly, an important inverse rela- 
tionship between authenticity in family communica- 
tions and acting-out; i.e., the more reliable the ver- 
bal communications are the less recourse to acting- 
out. Acting-out seems to flourish in a milieu where 
verbal exchanges are unreliable, inappropriate or 
significantly unrelated to the real situation. Actions 
indeed, then, speak louder than words. 

t These views were presented more elaborately at 
the American Orthopsychiatric Association meeting 
in March, 1964, in a paper entitled “College Drop- 
out: A Manifestation of Family Homeostasis.” 
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Thus, acting-out is both encouraged b 
family history (much in the way chil 
divorced parents tend to divorce more} 
quently) and at the same time is 
interdicted because of its blatant Oed 
implications. What results might be 
a “social catatonia;” stimulated to 
forbidden to act, the student takes 
a frozen immobility. It has been 
the authors that scholastic underai 
often seem to equate success unconsd 
with dangerous aggression. 

In addition to the acting-out pi 
tion, the drop-out families are characteti 
by a very considerable lack of authen 
ie. they present themselves to the 
and to their children as ideal parents, € 
cerned but not pushy, anxious bi 
panicked, involved but not po 


the maintenance of this family ficti 

In other words, in family field te 
family homeostasis operations req 
the child play his assigned role. Sua 
individuation, as manifested in a 
career, may threaten the family eq 
and the student may become a dropot 
restore the balance. It can be demonstt 
that attempts of the student to leave 
family and his scapegoat role are © ten 
tensively resisted and, should he mana 
escape, overt pathology may appear in 0! 
members of the family. 1 

In addition to these unconscious d 
factors, a third specific factor is op 
These families, inconsistent with th 
bitiousness, show very little imple 
tional ability; i.e., they do not teach 


air of high expectations, often nagg 
little constructive help in regard to 
pline, study habits, etc. To some 


this is related to the psychodynamic factors 
presented, but it must not be underesti- 
mated that they often really do not know 
how. Family learning is, after all, more by 
example than exposition and these parents 
are not strikingly competent. We do not 
see the driving, perfectionistic, authoritative 
parents commonly thought to produce drop- 
outs; more likely, they produce driving, 
perfectionistic children. 

Besides a predisposing character structure 
and family dynamic, a situational crisis at 
college is necessary to trigger the with- 
drawal. This may range from homesick- 
ness, difficulties with peers, or academic dif- 
ficulties to maladjustments more critically 
related to the particular ambiance of the 
college. For example, in some colleges there 
is a period of great stress at the end of the 
sophomore year when the student must de- 
cide on a major interest. In other colleges 
the greatest stress may come in the begin- 
ning of the freshman year, in meeting the 
school image or making the transition to an 
entirely different and demanding milieu. 

Regardless of the time or nature of the 
stress, the obstinacy and negativism of this 
group offends, often quite unwittingly, the 
college authorities, so that they fail to mo- 
bilize any support for the student. Fre- 
quently, other students with quite similar 

rning or social difficulties manage to 
Weather the storm with the aid and backing 
of their compeers and teachers; but the 
drop-out student may well play out his pre- 
destined Tole as the failure or “loser.” 

It is to be noted that our therapy has not 

directed primarily to the school prob- 

em, and there has been no attempt made to 
‘tablish the return to school as a primary 
goal. Nor has any effort been made to in- 
‘etvene, teach new study habits, or attempt 
San schooling. The therapy has been 
ted almost entirely to the general psy- 
dynamic situation as we have conceived 


Treatment facility for dropouts 
LEVENSON AND KOHN 


it. Of the 46 students we had treated or 
had in treatment to December, 1963, 28 had 
returned to school. Three of the patients 
in this population of 46 had been in treat- 
ment a relatively short time. ‘Two students 
of those returned to school dropped out 
again. This would appear to be a rather 
successful rate of return but it is very diffi- 
cult to evaluate without a much longer 
follow-up. Some of these students are per- 
forming quite successfully in school, several 
indeed brilliantly. Whether this success is 
more apparent than real, whether it is due 
to specific therapeutic efforts, our selection 
procedure, or perhaps simply to our having 
a more motivated group remains to be 
established. 


SUMMARY 

A community treatment facility for college 
dropouts is both feasible and functional. 
These students, depressed and feeling rather 
hopeless, respond quite favorably to a serv- 
ice designed specifically for their needs. 
They will come to treatment; they stay in 
treatment far more consistently than we had 
expected; and on first view the therapeutic 
results seem to be rewarding. It is our im- 
pression that characterologically they lie on 
the long continuum of underachievers de- 
scribed in the psychiatric literature of child- 
hood. There is, however, the additional 
factor of a family which in some way makes 
permissible and supports the failure at 
school, so that these students have tacit per- 
mission to leave when the going gets really 
tough. Another student from a more con- 
sistently demanding background might well 
stay in school and struggle it through in 
spite of the same difficulties in academic 
achievement. 

This moratorium arranged by the parents 
is explicit in their own history of inconsist- 
ent and inadequate performance and per- 
haps implicit in a psychodynamic which 
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"The world of educational opportunity 
her the cx-mental patient” impinges tan- 


and so on. We could certainly get 
‘to quite a tangle on defining this matter 
of being college or graduate school “mate- 
Mal” Instead, I will limit myself to some 
highlights. aa 
From the point of view of admission to 
institutions, no serious prob- 
Wm seems apparent in children. Previously 
Thad pointed out ! that every state requires 


tient status) must be given the 
Continue in school. On discharge from 
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mental patient from formal education. 
The evidence is that this is what takes 
place, all too often. 

If a child of high school age is hospital- 
ized for any significant time, admission to 
college becomes all but impossible. Such 
children simply cannot provide the neces- 
sary entrance units in academic subjects to 
qualify for admission. In the case of state 
universities generally and municipal col- 
leges with entrance standards determined 
on a statutory level,t no student may be 
denied admission, regardless of previous 
hospitalization. Generally, colleges around 
the country make no statements about being 
restricted insofar as ex-mental patients are 
concerned, any more than they do about 
other kinds of discriminatory practices 
which may be in effect. The fact is, how- 
ever, that in our present society the ex- 
patient has only a remote chance of being 
admitted to most colleges. About Harv- 
ard (which in my opinion, is one of 
the most enlightened institutions in the 
country) Farnsworth? points out that a 
clearcut history of mental illness would be 
no barrier to admission, provided that there 
was evidence of adequate treatment. The 
literature is sorely limited in this area, but 
my impression of the available data would 
suggest that Harvard and the City Uni- 
versity of New York are markedly atypical. 

We are now already confronted with 
the well-reported challenge to contempo- 
rary education, the flood of students threat- 
ening to engulf this country’s colleges. The 
unprecedented recent upsurge of interest 
in increasing educational facilities is not, 
to my mind, associated with a society con- 


+¥For example, the City University of New York 
requires a high school average of 84 for applicants 
to Hunter College and Queens College. For Brook- 
lyn College and City College the requirement is 
“an appropriate composite high school and College 
Entrance Board score.” 
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cerned with the education of ex-m 
patients or with any other group of hang 
capped students. It is rather a functia 
the post-World War II “baby boom,” 
erating in a culture that markets edug 
as a commodity. The current almost 
sessive preoccupation? with problems) 
underachievement, dropouts, manj 
needs and the like involves a campa 
slick public relations activities which øl 
statistics on the established and 
cantly high correlation between educ 
and earnings—all designed as the m 
means for keeping youngsters on an edi 
tion kick. In this atmosphere, we cami 
pect little attention to be devoted to 
ex-mental patient. While hospital 
continue to be available to mental p 
in increasingly alarming numbers, 
classroom seats for them have all b 
appeared. At the graduate school Ie 
where the pressures are equally strong b 
facilities and faculty even more lack 
the situation is such that, as I see it 
mental patients have little to look fonw 
to. 
What about psychological and p 
ric services to college and graduate stul 
after admission? At Brooklyn Colle 
systematic program of student coun 
services provides individual and § 
psychotherapy for about 2 to 3 per @ 
the student population, in a pi 
currently called “specialized coums 
Colleges across the country seem to 8 
nificantly increasing their efforts to pi 
psychotherapeutic services to the 10 | 
cent of all student bodies who seem 
consistently referred. Despite these 
couraging efforts, however, the per 
harsh evidence seems to be that our col 
administrations are more concerned 
the educational needs of large nW 
than with the emotional needs of €x- 
patients or similar groups which are 
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tically less important. The most common 
way of thinking, as I find it, is that colleges 
are not hospitals, clinics or treatment agen- 
des, and that colleges carry responsibility 
only for limited, short-term supportive 
kinds of counseling. Where the ex-mental 
patient requires this kind of help, he can 
probably obtain it in the better colleges 
around the country, provided, of course, 
that he can get past the admissions barrier. 
Where the ex-patient requires more in order 
to continue with college studies, I fear that 
8 of every 10 will be facing problems of 
employment, rather than education, thus 
adding to the 7.5 million young people who 
will be classed as school dropouts during 
the present decade. 

Education, which is a function and a 
reflection of society, can in these terms be 
said to be failing in its responsibility to the 
ex-mental patient, and therefore to be fail- 
ing itself. 
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Alcoholism: 


the fable of the noxious wife 


This report summarizes a program of 
studies on Alcoholism and the Family con- 
ducted at the University of Washington 
between 1958 and 1964. 

This review proposes to highlight the 
changes in thinking which took place dur- 
ing the course of the research, not only on 
the part of the authors, but independently 
on the part of other investigators. It is less 
concerned with specific findings than with 
the more general implications of some of 
the data. 

In a review of the literature on Alcohol- 
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ism and Marriage, Bailey + pointed out that 
as recently as 15 years ago alcoholics were 
believed to be marginal, undersocialized 
derelicts and chronic offenders, less than 
half of whom had ever married and most 
of whom did not live with their spouses 
It was in the 1950’s, however, that “middle” 
and “upper class” alcoholics began to be 
sampled. It became apparent that these 
subjects married at about the same rate as 
the general population. As a group they 
showed a higher proportion of broken mar- 
riages than age-comparable males, but most 
of them continued to live with their spouses 

The awareness that alcoholics had fam 
ilies became apparent in the literature al- 
most immediately. Caseworkers recognize! 
alcoholism as the focal problem in many at 
the families they were counseling. Bailey 
traces a progression from interest m the 
wife as a part of the alcoholic’s environment 
(that is, her effect on him) to a concern 
about her as a person in her own right (that 
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is, his effect on her) and then to the current 
focus on the two-way interaction between 
marital partners. To quote from Bailey: 
“Research on alcoholism and marriage has 
been based on one of two hypotheses: (a) 
that women with certain types of person- 
ality structure tend to select alcoholics or 
potential alcoholics as mates in order to 
satisfy unconscious needs of their own, and 
that these needs require the continued 
drinking of the husband; (b) that women 
undergoing similar experiences of stress 
will, as a result, manifest many neurotic 
traits in common. While no one denies 
that the spouse of the alcoholic is seriously 
disturbed by the time she reaches an identi- 
fiable source of help or community inter- 
vention, there is a basic question whether 
her disturbance antedates the partner's al- 
coholism or stems from it.” 

Ata later date, in fact, there seemed suffi- 
cient reason to deny or at least question 
whether the spouse of the alcoholic is neces- 
sarily disturbed. But at the time Bailey's 
comments seemed to imply that the prob- 
lem might be resolved by taking the stand 
that either view was an over-simplification; 
in other words, instead of being reciprocally 
exclusive it might be more profitable to 
consider both theories as having important 
contributions to make. Thus, in broad 
terms, one of our goals was to assess the 
Ways in which personality factors interacted 
with environmental stresses to produce the 
behavior we observed and measured. 

Details of the experimental design ê have 
been published elsewhere.1! Voluntary sub- 
Jects were drawn from the rosters of Seattle 
Alanon Family Groups and included 
Women who had attended at least one meet- 
ing of that organization between 1952 and 
1959, They were classified on the basis of 
their husband’s drinking. The first cate- 
89ry consisted of women whose husbands 

ad maintained sobriety for a period of 
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more than 12 consecutive months and were 
still sober. The second category consisted 
of women whose husbands were still drink- 
ing. The purpose of this classification was 
to test whether certain facts about the wife 
and her measured behavior might be sys- 
tematically related to her husband's drink- 
ing: whether, for example, there was evi- 
dence to support the view that the wife was 
a factor in her alcoholic husband's becom- 
ing sober or not. Finally, we obtained data 
from a comparison group. Each subject in 
the experimental groups was asked to pro- 
vide the name of a married friend or neigh- 
bor whose family had no alcoholism prob- 
lem and who would cooperate in the 
procedures. In this way it was possible to 
obtain controls who were comparable to the 
experimental groups in the major dimen- 
sions of age, education, occupation, length 
of marriage, number of children and reli- 
gion. 

Several sampling criticisms might be di- 
rected at our choice of subjects. There was 
no reason to believe that wives seeking help 
through Alanon Groups were similar to 
wives who went to marriage counseling 
clinics, to those who joined their spouses in 
psychiatric treatment at an alcoholism clinic 
or to those who sought psychiatric help for 
themselves. The only justification was that 
the sub-samples being compared were drawn 
from a common source, so that even though 
the results might not be generalizable to 
other populations, the comparisons would 
be valid for these subjects. It was there- 
fore of interest that we could demonstrate 
when the data were analyzed later that each 
of the women studied had had contact with 
an average of 4.5 other community agencies 
prior to her Alanon membership,* indicat- 
ing considerably greater overlap between 
the populations under discussion than is 
generally believed. Wives of alcoholics who 
promptly divorce their husbands or who do 
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not seek help have not been studied at all. 
The data which constituted the subject 
matter in this research were as follows: 


1. The wife's expectations and perceptions of her 
own role and that of her husband, using the 
La Forge and Suceck Interpersonal Checklist 
with six sets of instructions One series of 
three instructions referred to concepts of the 
wife's role: “Ideal Wife", “When my husband 
is sober I am” and “When my husband is 
drunk I am", A parallel serics of three in- 
structions dealt with the role of the husband: 
“Most husbands”, “When my husband is sober 
he is” and “When my husband is drunk he is”. 
Comparison subjects substituted “When things 
are going smoothly in our family” or “When 
things are not going smoothly in our family” 
for the husband-sober or husband-drunk 
situations. 

2. The second source of data was the wife's per- 
sonality as reflected in her responses to the 
Minnesota Multiphasic Personality Inventory 
(MMPI). 

3. The third had to do with selected events of the 
wife's childhood home, previous marriages and 
the current marriage, covering the history and 
course of family adaptations to problems in- 
cluding alcoholism, as recorded during a three 
to four hour structured interview. 


Our first data analysis compared the hus- 
band role descriptions of the women whose 
husbands had achieved sobriety and those 
whose husbands were still drinking. There 
were no significant differences between the 
groups in any of the eight checklist sub- 
scores for any of the three instructional 
sets, indicating that there was no systematic 
relationship between a wife's husband-role 
perceptions and the resolution of her hus- 
band’s alcoholism. What seemed more im- 
portant, however, was that the over-all 
amount of agreement in the groups was 
low (though significant), and that by in- 
spection of score patterns there appeared to 
be at least three separate clusters whose at- 
titudes were quite differentiable. One group 
perceived all husbands (including their 
own) as being consistently hostile and 
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suspicious, so that being sober or dru 
made very little difference. Another gro 
saw most husbands in much the same way 
but described their own husbands as being 
different from this norm, unaggressive a 
ineffectual, likeable when they were 
but becoming more like most husb 
and thus more unpleasant, when they 
were drunk. The third subcluster felt 
that most husbands were favorable am 
likeable, including their own when 
but that when drunk their behavior waf 
totally different. There was no difference 
in the rate of occurrence of these patterns 
among women with sober or still d I 
husbands. To us, the important 
tion for the field of research did not lie in 
the details of the isolated patterns, but 
the idea that the tendency to lump wives 
alcoholics together as a unitary grou 
tended to mask and obscure separate fe 
sponse patterns which might turn out @ 
be meaningful variables. p 
Despite the limitations just mentioned, 
our next data analysis still treated the Wives 
of alcoholics as a group and compared thet 
self and spouse expectations and percep 
tions with those of the comparison 
jects.2 However, certain reservations W 
specified: that the tendency to deviance Te 
sided in a proportion which was made up 
slightly less than half of all the subje 
and that not only was generalization $i 
group findings to individuals unwarran 
but also when one is concerned with in 
viduals, there are likely to be at least @ 
great differences among the wives of 
holics as there are between the wives of 
coholics and nonalcoholics. These res 
tions led us to the belief that what 
group differences were demonstra 
tween the wives of alcoholics and nonal a 
holics would occur in some wives of ae 
holics and not in others, and that S5 ie 
other aspects of remote and current Mi 
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ences would account for this, despite 
the fact that all of the wives had a husband 
with a severe drinking problem. These, 
then, are the grains of salt with which the 
group differences must be taken. 

With respect to their perceptions of their 
husbands, the traits which distinguished 
the statements of wives of alcoholics from 
the statements of other wives were the same 
traits whether their husbands were sober or 
drunk. As a group, they perceived their 
husbands as having more skeptical-distrust- 
ful traits (complaining, gloomy, frequently 
disappointed, skeptical, touchy, etc.), as 
being less socially desirable and as having 
fewer expressive traits (i.e., responses 
geared toward maintaining emotional 
warmth and harmony) in all situations. In 
other words, in the eyes of the wife what 
semed to make the difference was not the 
drunkenness or sobriety of her husband per 
me. 

The measures which differentiated wives 
of alcoholics from other wives with respect 
to self perceptions were not identical under 

two conditions, although they were 
closely telated. They described themselves 
% being distinctly less dominant or manag- 
ing than did the control wives, whether or 
"ot their husbands were drinking; they also 
bed themselves as being significantly 
more feminine when their husbands were 
Bid and as having less instrumental role 
titudes (meeting the adaptive require- 
ments of the external environment) when 
husbands were drunk than did con- 

a “ives when their families were having 

_uities. Thus the self descriptions of 
haa of wives of alcoholics were dif- 
Riss ated by their stress on passivity, sub- 

aac and adherence to the stereo- 

feminine and wifely roles. 
Whether on question to be examined was 
guished A role perceptions which distin- 
€ wives of alcoholics as a group 
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from comparison wives as a group were ran- 
domly distributed among different wives of 
alcoholics or were to be found as clusters 
or constellations exhibited only by specific 
individuals? The following method was 
used. There were three scores from self 
perception and three scores from spouse 
perception which had served to separate the 
two groups. The scores of individual wives 
of alcoholics were compared with the dis- 
tribution of scores for the 40 comparison 
subjects. When any score equalled or ex- 
ceeded the top 15 per cent of scores re- 
ceived by comparison subjects, that score 
was viewed as being extreme. The percep- 
tion of self was classified as being “atypical” 
when two of the three scores were extreme; 
the same criterion was applied in classifying 
the husband perceptions. The distribution 
of the responses of 46 wives of alcoholics is 
shown in Table 1. 

Twenty-three of the 46 women perceived 
their husbands in an “atypical” way when 
they were either sober or drunk. A naive 
anticipation would have been that more of 
the wives would have described their hus- 
bands in deviant terms only when they were 
drunk. Nearly half of the women described 
themselves in nondeviant terms under both 
conditions. Thus, of the 50 per cent who 
described their husbands as being consist- 
ently deviant under both conditions, 13 (or 
57 per cent) did not perceive themselves 


TABLE 1 


Patterns of self and spouse perception: 
forty-six wives of alcoholics 


Occurrence of Self Perception 
atypical descriptions perception of husband 
Atypical both drunk and 

sober 15 23 
Atypical sober only 5 5 
Atypical drunk only 4 12 
Atypical in neither situation 22 6 
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deviantly. In only a surprisingly small 
number (9 per cent) was deviant perception 
of the self specifically associated with the 
husband’s drunkenness. One-third of the 
women described themselves in extreme 
terms under both conditions. The most 
striking observation is that 80 per cent of 
the subjects presented themselves consist- 
ently (either consistently typical or consist- 
ently atypical), unaffected by their hus- 
band’s drunkenness or sobriety. Similarly, 
63 per cent saw their husbands consistently. 

Next we asked: (1) How does the rate of 
personality disturbance among wives of ac- 
tive alcoholics compare with the rate among 
comparable women whose husbands are not 
alcoholic? And as a corollary question, 
does personality disturbance occur in 
enough wives of alcoholics to warrant gen- 
eralizations about the wife of an alcoholic 
being disturbed? Then we ignored ques- 
tions of over-all frequency, and asked if (2) 
one or more patterns of personality func- 
tion could be identified which occurred 
with significantly greater frequency among 
wives of alcoholics than among wives of 
nonalcoholics. We used the term “person- 
ality function” as synonymous with MMPI 
response patterns. 

The MMPI records of 50 wives of active 
alcoholics and 50 comparison subjects were 
scrutinized, following two general lines of 
inquiry.1° This led to these conclusions: 
although significantly more wives of alco- 
holics exhibited some personality dysfunc- 
tion than did wives of nonalcoholics, the 
total number of disturbed subjects was less 
than half on any measure. Hence general- 
ation was not warranted. Furthermore, 
definition of some of the specific person- 
ality patterns which theoretically ought to 
be associated with “the wife as a factor in 
her husband’s drinking behavior” failed to 
differentiate the two groups of subjects. A 
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report by Corder, Hendricks and Cordert 
corroborates these conclusions with the 
statement, “The results bring into question 
the widely accepted characterization of 
wives of alcoholics as severely neurotic, dis 
turbed and poorly integrated. Alanon 
groups may show the behavior patterns 
measured by the Hysteria, Depression, 
Schizophrenia and Hypomania scales to a 
greater extent than the group of women 
married to nonalcoholics, although not to 
a degree indicative of marked neurotic of 
disturbed behavior.” 

Before any attempt to relate present per 
sonality function to past history can be 
considered valid, there is an essential meth- 
odologic concern which must be faced. One 
is confronted with the dilemma that when 
past history is reported by the subject (or 
other relatives, for that matter) personality 
factors may well have some influence on 
what is or is not recalled, or what is or is 
not selectively reported. In the present 
study, only one very narrow aspect of biased 
perception and report was explored: social 
desirability. It has been suggested that 
people who have a tendency to view them 
selves unfavorably would both report them 
selves as having undesirable characteristic 
on a personality inventory and report unde- 
sirable aspects of their past history. On 
this basis, any apparent relationship be 
tween personality disturbance and deviant 
life history events might be accounted for 
almost entirely by a tendency to report 
oneself as being deviant. 4 

In this frame of reference, the interview 
and MMPI responses of 80 wives were €% 
amined. The first item was a global judg 
ment that her childhood had been happ}: 
moderately happy or unhappy—which 
judgment preceded any detailed report of 
childhood; the response unhappy was 
viewed as being deviant. The other facets 


Alcoholism: fable of the noxious wife 


which were rated from the facts given were 
1 mee or absence of broken home, pov- 
my, mobility, isolation, inadequate mother 
and inadequate father. Each deviant oc- 
gurrence was given a score of | and a total 
More was calculated for each subject, with- 

f gut intending any implication that the 
under discussion were necessarily 
quatable in terms of importance, amount, 
verity or duration of any subjective dis- 
@mfort experienced. The frequency dis- 
‘Mibution of the entire 80 total scores was 
Plotted and dichotomized at the median; 
While there was a slight tendency for more 
Wives of alcoholics than comparison sub- 
Fitts to have higher childhood stress scores, 
ihe differences were not statistically signifi- 
Analysis of the data revealed that there 
no orderly relationship between per- 
mality dysfunction and the size of the 
thildhood stress scores. Furthermore, only 
‘Wo of the separate childhood events, taken 
{ ingly, were significantly related to person- 
y disturbance: inadequacy of the mother 
Md reported unhappiness. Finally, it was 
ted that the joint occurrence of these two 
nts markedly enhanced the relationship. 
tappeared to us of some importance that 
aae Was no broad quantitative relation- 
Er between the occurrence of events post- 
‘Mated as being disadvantageous to healthy 
Psonality development and adult person- 
} om dysfunction. It was not surprising 
t the most powerful single element was 
adequacy of the mother. Most students 
2 Mental health would agree that the 
ion: the most important source of 
itonme warmth and security in the en- 
at? the young child and that dis- 
inmediat in this area would have both 
ther = and far-reaching effects. Fur- 
With a a we were dealing entirely 
€ subjects, it was easy to postu- 
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late that being deprived of suitable models 
with whom to identify had provided them 
with incomplete preparation for playing 
the roles of wife and mother effectively. 
The combined or cumulative effect of the 
deviant circumstances and the perception 
of the setting has not been given much at- 
tention in personality theory, or at least not 
until very recently. Cobliner® reported a 
similar finding and has suggested the neces- 
sity for separating early life experience into 
objective and subjective factors. He dem- 
onstrated that while neither the disruption 
of the family nor the perception of unfavor- 
able parental attitudes were by themselves 
strongly related to the tendency to mental 
disturbance, the occurrence of both objec- 
tive and subjective factors in a single report 
was highly correlated with such a tendency. 
Bradburn * reported a survey of the happi- 
ness reported by selected population sam- 
ples from four communities which repre- 
sented a gradient of economic depression: 
“In analyzing further the relationship be- 
tween happiness and other aspects of well- 
being, we came to the conclusion that a 
person’s over-all sense of well-being can 
best be understood as a function of the rela- 
tive strengths of the positive and negative 
feelings he has experienced in the recent 
past. The data show clearly that these are 
two distinct and independent dimensions 
associated with different aspects of a per- 
son’s life. Forces contributing toward in- 
creased negative feelings, such as anxiety, 
marital tension and job dissatisfaction, do 
not produce any concomitant decrease in 
positive feelings, and those forces which 
contribute toward the development of posi- 
tive feelings, such as social interaction and 
active participation in the environment do 
not in any way lessen negative feelings. 
Thus it is possible for a person who has 
many negative feelings to be happy if he 
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has compensatory positive feelings. 
by knowing the relative balance of 
feelings can one make predictions about 
people's happiness.” Although Bradburn’s 
findings were specified as to the recent past, 
this does not preclude the possibility that 
there might be analogous components at 
work with respect to retrospective judg- 


Banks and Cappon's study * also supports 
the view that the quality of the perception 
of past events may be at least as important 
as the event itself in the etiology of mental 
illness. It seems, however, that one of the 
tasks still ahead might be that of distin- 
guishing between the situation in which 
perceiving the event as deviant at the time 
it occurred has had a long-term effect on 
personality development and that situation 
in which it is only part of the present dis- 
turbance to perceive past events as having 
been depriving. 

Wives of alcoholics and nonalcoholics did 
not differ significantly in the total numbers 
of deviant childhood experiences they re- 
ported. This leads to the implication that 
the findings were applicable to the larger 
population of married women. However, 
the occurrence of the particular dyad of 
childhood report items (inadequate mother 
and unhappiness) which proved to be asso- 
ciated with personality disturbance was sig- 
nificantly greater in the wives of alcoholics, 
just as personality disturbance itself had 
been found to occur at a higher rate. 

In the next step, the effects of current 
situations reported as being stressful were 
analyzed.1* For this purpose, special atten- 
tion was paid to the following events re- 
ported by the wife as having occurred 
within the year preceding the interview. 
The items have been grouped, arbitrarily, 
into two major categories. 


Category A included financial problems, arrest, 
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illness, isolation, husband mentally ill, devia 

child and unemployment (impersonal elements. 
Category B covered the reporting of pı 

with parents or in-laws, poor communication be 

tween husband and wife, conflict between bi 

and wife or between cither parent and chi 

violence, infidelity and problems arising from 

vious marriages and/or stepchildren (inter; 

elements). 


It was a logical and anticipated finding 
that elements of current stress were reported 
more frequently by wives of alcoholics than 
by wives of nonalcoholics. 

Items in Category A were conceived 
of as being primarily events which origk 
nated in the environment, had relatively 
little to do with the personal interactiont 
of the wife and might theoretically happen 
to anyone; they were therefore labeled im 
personal sources of stress. In contrast, the 
items listed in Category B were viewed ai 
originating primarily in interpersonal 
transactions between family members and 
as being situations to which the wife dé 
rectly or indirectly, consciously or uncom 
sciously, makes some contribution; they 
were therefore labeled personal sources of 
stress. The distinction is only relative. All 
situations have some components of 
Still, there might be some relevance in quet 
tioning whether the effect of a combination 
of current difficulties and childhood dit 
turbance was merely quantitative (i.e. total 
number of stressful experiences) or whether 
it represented a kind of snowballing of sue 
cessive difficulties in personal relationships 

Both categories of events, personal 
impersonal, were reported significantly 
more frequently by the wives of alcoholics 
Therefore it became apparent that the tw? 
populations of subjects (wives of alcoholi¢ 
and of nonalcoholics) had to be treated 
separately at this stage of the analysis. 

Table 2 shows the point biserial correla 
tions between life events and mean MMPI 
scores. The relationship between the dyad 
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TABLE 2 


Correlations between reported life 
events and mean MMPI scores 


Correlation 
Wives of Wives of 

Peents alcoholics nonalcoholics 
@ildhood dyad 15 58 
“Impersonal” sources 

of mresst 02 -16 
"Ferona!" sources of 

remt -57 37 
Joint occurrence of 

thildhood -65 Cannot be 

dyad and “personal” computed * 


sources of stress 


1Te make the distributions of scores more even for com- 
Petational purposes, two or more items were used as the 
Ge score for wives of nonalcoholics and 3 or more for 
wires of alcoholics, 

*Teo few cases to permit valid calculation. 


of childhood events and personality dis- 
turbance was upheld for each group. Im- 
Personal difficulties were not associated with 
MMPI scores for either group of subjects. 
However, personal sources of stress and per- 
wonality dysfunction were associated to a 
significant degree. Finally, the joint occur- 
tene of the two factors had a higher rela- 
tionship to personality dysfunction in the 
Nives of alcoholics than either factor taken 
singly. In the control subjects the correla- 
tion was not calculated because only three 
women reported the joint occurrence of 
the two, but they turned out to be the three 
subjects who had the highest MMPI scores 
of the entire group of 45 subjects. 

The final question was whether the oc- 
“uence of key childhood events predis- 
Posed the adult woman to greater amounts 
res culty in interpersonal relations. The 

ts were as follows: 


at the wives of alcoholics who reported the 
childhood combination, some 53 per cent cited 
“5 igi difficulties in their marriages. — 
€ remaining wives of alcoholics who did 
Teport the combined childhood events, 
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about half as many (or 23 per cent) had high 
personal sources of stres in their marriages, 

3. For the control subjects, the absolute occur- 
rence was at a lower rate but the proportions 
were similar, Of the controls who reported 
the childhood dyad, 43 per cent cited high 
personal sources of stress, even in a nonal- 
coholic marriage. Of the remaining control 


subjects, only 8 per cent reported a high num- 
ber of personal sources of stress in their cur- 
rent marital situations, 


From this analysis it appeared that women 
who did not report having had an inade- 
quate mother and an unhappy childhood 
had a lower chance of encountering per- 
sonal difficulties in their marital situations 
and had a lower probability of experienc- 
ing psychological discomfort; those wives 
who reported both of these events during 
childhood had an almost 50-50 chance of 
having current personal difficulties in their 
marriages whether or not their husbands 
suffered from alcoholism. Those who re- 
ported both the childhood dyad and cur- 
rent personal stress showed evidence of per- 
sonality dysfunction in 85 per cent of the 
cases (80 per cent for wives of alcoholics, 
100 per cent for comparison wives). 

While correlational studies are valuable, 
they cannot demonstrate cause and effect, 
and one must consider the possibility that 
psychopathology may be both a cause and a 
consequence of inability to play the roles 
of wife and mother in an effective and satis- 
fying manner. The women who reported 
both the childhood dyad and current per- 
sonal difficulties exhibited personality dys- 
function in disproportionate numbers. We 
have no explanation for the few who re- 
ported the same experiences without per- 
sonality difficulty. Apparently, when a 
woman has had an adequate role training 
she has a better chance of managing mar- 
riage, even to an active alcoholic, without 
personality decompensation. 

The principles which explain the re- 
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sponse of the alcoholics’ families to stress 
are the same principles that cover behav- 
ior in nonalcoholics’ families, the only dif- 
ference being the frequency with which 
they must be invoked. The implication is 
that not only methods that help the wife 
to alleviate current stress, but also methods 
that deal with maladjustments rooted in 
earlier life, contribute to her psychological 
well-being. 

The research began at a point at which 
most investigators were concerned with de- 
riving principles that could best explain 
the cause and effect relationship between 
personality characteristics of a wife and the 
drinking behavior of her alcoholic husband. 
Our earliest studies demonstrated that 
treating wives of alcoholics as a unitary 
group tended to obscure meaningful data, 
and that even when differences could be 
demonstrated, generalization to individual 
cases was likely to be fallacious. It was 
shown that the subjects’ role concepts and 
expectations tended to be identical with 
the larger social norm, but that in their per- 
ceptions of their own role performance 
(and their husbands’) there were definite 
differences from the perceptions of other 
wives in other situations. Regardless of 
whether they had distinctive or common 
tole perceptions, their own characteristics 
or those of their spouses were not, on the 
whole, associated in their minds with the 
drunkenness or sobriety of their husbands, 
so that the data appeared to be tapping 
some more general facet of marital satisfac- 
tion. It was demonstrated that personality 

dysfunction and certain early life experi- 
ences were related in the same way in 
women who later married alcoholics and 
those who did not. We also demonstrated 
similarity in both kinds of families in the 
three-way interaction between early family 
constellation, adult stress and personality 
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- tothe marriage, but the expressions of ti 


disorder. The research questioned wh 
the subjective factor in reporting life ev 
might not merit increasing attention, 
no point were any basic personality d 
ences demonstrated between the 
whose alcoholic husbands achieved sob 
and those whose husbands continue 
drink; perhaps this should be interp 
as constituting evidence for the more 
simonious hypothesis that an alcoholic? 
covery may turn out to be more contin 
upon his own. personality strengths W 
his wife's! However, in terms of their 
terns of seeking and using communifj 
sources to solve their problems, the f 
units in which husbands did achieve 
ety appeared to have greater inte 
strength and resourcefulness than the a 
families. 
The studies summarized here appear 
be in close accord with the consenst 
other investigators. Bailey recently œŒ 
mented on the “discovery that the p 
ality of the alcoholic’s wife must be 
as a variable in marital interaction 
than as a constant. Though wives of 
holics are more disturbed than group 
normal women with whom they have b 
compared, no single type of disturbat 
has been identified, and many wives ofi 
coholics, according to test results, do 
appear to be seriously impaired.” Ba 
concludes that her findings “suggest | 
abandonment of easy generalizations 
the wife of the alcoholic and the J 
take a fresh look at the interaction betw 
«particular husbands and wives. be 
“Spouse brings his or her basic person 


personality are not constant and are affed 
by the progression of the alcoholism, 
by its very nature imposes role readju 
ments on the family. The alcoholic’s 
is neither innocent victim nor villain, Ð 


partidpant in interaction which becomes 
mutually destructive as the alcoholism 
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js report summarizes studies on “Alco- 
and the Family” conducted at the 
University of Washington between 1958 
and 1964. It illustrates the effect of chang- 
ing points of view and the assimilation of 
new knowledge on the ongoing research. 

ing with the idea that emotional dis- 
turbance on the part of the wife was sys- 
tematically related to her husband's alco- 
holism, it was demonstrated that lumping 
wives together as a unitary class obscured 
meaningful data, that generalization about 
Penonality disturbance was unwarranted 
and that the relationships between stress- 
lucing situations and adjustments are 
likely to be the same for wives of alcoholics 
and nonalcoholics. It was also shown that 
the wives’ perceptions of their husbands 
were generally unrelated to their husband's 
sobriety or drunkenness. Parallel changes 
7 attitudes of other investigators were 
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Working outside the home and th 


Depression and suicide reach their peak 
among women in their fifth decade of life. 
After the age of 50, these two phenomena 
decrease. The fifth decade of life coincides 
with the menopause for many women, as 
it does with the beginning of the emancipa- 
tion of children from the home and family. 
The traditional (but presently abandoned) 
notion concerning depression and suicide 
among women of this age laid emphasis on 
the loss of personal worth associated with 
the metabolic and hormone changes rend- 
ering women less feminine, less productive 
and less valued. Society and child-bearing 
patterns have changed so much that the 
Psychological force of this argument is al- 
ee eee 
Dr. Briggs is associate Professor of Psychiatry and 
Physical Medicine and Rehabilitation at the Uni- 
versity of Minnesota Medical School. Mr. La- 


Perriere and Mr. Greden are medical students at 
the same institution. 
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tional Rehabilitation Administration Research and 
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occurrence of depression 
in middle-aged women 


ready lost. Little remains of the physio 
logic theory * of depression either. 

The social causes of suicide have been 
elaborated by Durkheim,? who emphasizet 
that the likelihood of suicide increases # 
the collective forces of social attachments 
lessen. This theory coincides with the ap 
parent lessening of social ties of home 
makers in the fifth decade of life. Thes 
and many other findings suggest that 
suicide and depression are collateral pheno 
mena. 

The ties an individual has to life are et 
pressed in social affiliations: religion, 
family, neighborhood and vocational com 
nections. Possibly because depression and 
suicide have been studied for many yea 
preceding the advent of the working 
woman, references to vocational ties as de 
terrents of these phenomena are not know? 
to the authors. On the other hand, therë 
may be some underlying belief that voce 
tional ties are not “emotional” and a 
therefore not significant factors. 

We have wondered whether women wh? 


pcational ties have fewer depressions, 
ge the number of environmental sup- 

yemain more constant for them dur- 
the fifth decade of life. 


the summer of 1963, a study was under- 
ñ to determine the characteristics of 
mn between 40 and 49 admitted to 
€ mental hospitals with a diagnosis 
ession. In this survey the hospital 
of 150 women (hospitalized primar- 
psychoneurotic depression) were 
This group was compared with 
ensus data and other figures for the 
area? of women in the same age 
+ A survey form was developed, call- 
information on address, employ- 
‘Status, husband's occupation, religion, 
il status, length of hospitalization, 
» type of treatment, number of 
psychiatric hospitalizations, geo- 
area, number of siblings, number 
Udren and surgical procedures. A list 
“crises” was included and factors 


on (86 per cent versus 80 per cent). 
Were less often employed than the 
: Population (28 per cent versus 46 
ent). The members of the “working” 
P who were depressed tended to be 
Professional or managerial back- 
` (26 per cent versus 12 per cent) or 
4 skilled occupational level (38 per 
us 15 per cent). A high incidence 
ctomy was noted in the hospital 
No base rate data on this were 

for the general population. 
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These results were suggestive since the 
parameters of the depressed group varied 
significantly from the same parameters in 
the census population with regard to voca- 
tional level. We then decided to obtain a 
thorough interview of certain family char- 
acteristics, as well as employment specifics 
and present life adjustment, for a depressed 
group and a control group. This follows a 
design used by Schofield and Balian* in 
the study of schizophrenic patients. 


STUDY II 


The “depressed” sample was a sub-group of 
20 of the original 150 depressed women. 
The “control” group consisted of physically 
ill, hospitalized in-patients. These were 
from either the orthopedic services at 
University of Minnesota Hospitals (UMH) 
or from the medical-surgical divisions of 
the Hennepin County General Hospital 
(HCGH). The control sample was matched 
with the depressed sample population on 
the basis of age, sex, educational level, 
marital status and social and economic 
level. In both groups nine of the 20 sub- 
jects had received job training at some 
time in their lives. However, in the “con- 
trol” group only six of the 20 subjects had 
received any formal education beyond high 
school; whereas in the experimental popu- 
lation 11 out of 20 had attended an educa- 
tional institution after being graduated 
from high school. This discrepancy in the 
matching would favor the depressed group 
working and would seem to indicate that 
the depressed group, educationally speak- 
ing, was better prepared to assume voca- 
tional ties than the control group. Thus 
this discrepancy did not seem to bias the re- 
sults in favor of the hypothesis. If, as we 
would expect, there are more employed 
women in the control sample than in the 
depressed sample, the difference should not 
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be attributed to the accessibility of work. 
The family characteristics compared 
were observance of religion, size of the 
family at home and degree of family de- 
cline as the children matured and left 
home. Vocational aspects compared were 
economic and social status, job training, 
period of time since last job (if presently 
classified as a housewife), whether the sub- 
ject was working when hospitalized, job 
satisfaction and the total outlook on voca- 
tional ties. Personal and avocational items 
compared were marriage stability, number 
of siblings and club membership. The fre- 
quency of hysterectomy was counted be- 
cause of the high incidence found in the 
depressed group of 150 subjects. 


Results 


Twelve of 20 in the control population 
were working before their hospitalization, 
whereas only seven of 20 in the depressed 
group were employed immediately prior to 
hospitalization. This suggests that the 
groups did differ in the number working, 
but the difference is not significant.5 The 
median number of years since last employ- 
ment was 15 in the depressed group and 
the same in the control group. 

Since a job could actually be a detri- 
mental factor and could contribute to de- 
pression, the subjects were also asked first 
whether they liked their job and second, 
whether they felt they should be working. 
The replies would seem to indicate that 
neither the kind of job nor diagnosis have 
influence on whether the subjects like their 
work. Eleven of the twelve in the control 
group and 6 of the 7 in the depressed group 
stated that they did like their jobs and had 
not considered a change. The second issue 
was whether they felt they should be work- 
ing. Fourteen of 18 (who answered) in 
the control group felt that they should be 
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working, whereas only nine of 19 (on whom 
we have these data) in the depressed group 
felt they should be working. This isa 
statistically reliable difference. 

The subjects’ statements as to whether 
they felt they should be working wer) 
matched with their present vocational 
status. Those subjects who were employed 
and at the same time felt that they should} 
be working, and those subjects who wert 
not employed and yet did not feel that they 
should be working, received a “positive” 
rating, since they were doing what they 
wanted to do. Those subjects who wert 
working but did not feel that they should 
be working, and those who were not work 
ing but felt that they should be working, 
received a “negative” rating, as they were 
not doing what they wanted to do. There 
were seven “negative” subjects in the de 
pressed group and only three in the control 
group. This is a suggestive differenct 
though not a significant one. Looking êt 
the two groups together, of the 18 subjects 
who were not working, eight felt that they 
should be working, while of the 19 em: 
ployed subjects, only two thought they 
should not be working, which is significant 
Dissatisfaction is more prevalent among 
nonworkers than workers and this is tre 
regardless of diagnostic status. 

Membership in clubs varied little be 
tween the two groups. With reference a 
children, the answers disclosed no siga! 
ficant differences. The average number 0 
children in the depressed group was 2.85, 
while that for the control was 3.1. The 
number of subjects with children still lit 
ing at home and the number that ak 
“launched” one or more children are V" 
tually the same in the two groups. — 

The size of the families from which a 
groups came did show suggestive di 
ences. Twelve subjects in the control grouP 
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had three or more siblings while only seven 
of the depressed group had as many. This 
might reinforce the thesis that growing up 
in or having the connections given by a 
large family can be a stabilizer. 

Marital status of the subjects again re- 
waled little of significance. Fifteen de- 
pressed subjects and 14 control subjects 
were married. However, six of the de- 
pressed subjects had been at some time, or 
were presently, divorced. Only two of the 
control group were, or are, divorced. This 
item should have been superseded by in- 


quiry into marriage stability, Sadly, because 


of the nature of the questioning, there is no 
accurate information on the controls. Ten 
of 20 in the depressed group had at some 
time in the past, or were presently, ex- 
periencing an unstable marriage (based on 
their own judgment). The information 
for the depressed group came from their 
hospital charts or from the question, “In 
Jour estimation, could an unhappy mar- 
tage have contributed to the development 
of your depression?” The nature of this 
question automatically eliminated the con- 
tol group. Also suggestive is the fact that 
‘x of the 10 having unstable marriages 
Were also unemployed. 

Seven subjects in the depressed group 
AR had a hysterectomy, while only two 

y€cts in the control population had 


Sas one. This difference is signifi- 


DISCUSSION AND CONCLUSIONS 


‘ea samples studied here were known 
ec mainly in their medical and psy- 
gic status. It was hoped that factors 
— More with one sample than the 
as Would be referable to the diagnosis 
pe ron. Our findings suggest that 
“pressed group had more capacity to 
higher levels of work because of some- 
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what superior training. Yet fewer of these 
subjects were, in fact, working. 

On other variables relating to family size, 
club and church ties or the discharging of 
children from the family, the samples seem 
much the same. They seem to have ap- 
proximately equal support from their en- 
vironment in these areas. 

The depressed group expresses more 
vocational dissatisfaction than do the con- 
trols. The control population had a more 
positive regard for working. As to what 
the subjects wanted to do, there were more 
expressions of negative feelings about 
present vocational adjustment in the de- 
pressed group. More noteworthy, however, 
is the fact that with all the dissatisfaction 
in the depressed group, most of the de- 
pressed women who were working felt that 
they should be working. All of the control 
working subjects felt that they should be 
working. 

The data suggest that vocational ties are 
related to the diagnosis of depression in 
women between the ages of 40 and 49. It 
is unlikely that all the women in the con- 
trol group were without ambivalence about 
working. The suggestion that appears 
from these results is that women in this 


age range who are working may not in- 


itially express a strong desire to work, but 
that at a later time the attraction to work 
is clear. After a time, almost all working 
subjects liked their jobs and, presumably, 
this kind of environmental support. 
Would the same be true of the depressed 
group? They could hardly be worse off 
for having tried to work some years before. 

One area which deserves concern is the 
characteristics of each individual case. For 
example, in the depressed group one woman. 
has a mentally retarded child, another has 
a blind mother, another has a mongoloid 
child, one is childless and one has a child 
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with a serious lung ailment. In almost 
all of these, one might postulate that voca- 
tional ties would provide a stabilizing en- 
vironmental support, if not a more bal- 
anced life. 

In conclusion, then, this investigation 
supports the earlier findings regarding em- 
ployment characteristics and the incidence 
of depression among housewives. The re- 
sults seem to confirm the hypothesis that 
those women who have fewer constant en- 
vironmental supports during the period 
when the family is breaking up also have 
a higher incidence of depression. 

The individual differences, of course, 
make each case a special one. In some 
instances, forthright encouragement to seek 
employment may be detrimental to the 
situation. Encouragement to seek voca- 
tional ties seems especially applicable for 
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women who have had hysterectomies and 
may already have special problems that 
potentially lead to depression. 
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Some psychodynamics in divorce 


The termination of marriage by divorce 
ind separation has received curiously little 
attention in psychiatric and analytic litera- 
ture. The termination of a marriage is 
often seen as a sociological or legal fact 
Which has only a secondary relationship to 
_ Outcome of the treatment of the 
Patient. It is not regarded as having major 
eat components. ‘This paper 
K STRN of some psychodynamic ele- 
n divorce or separation. 
The termination of a marriage should 
e e to every analyst or psycho- 
sik bee Love is seldom blind and the 
n seek out and marry the sick. 
oo of one spouse may simply 
m or her aware of the illness of 
ki Ee This may confront the patient 
other and cision of what to do about the 
teatmens about the marriage, which in 
iux, mo) begin to look like a folie a 
Sai if the patient is not married 
Pouse, the treatment process itself 


and separation 


makes it possible for the patient to scruti- 
nize his marriage closely and sometimes 
think about terminating it. During treat- 
ment, the spouse’s symbolic meanings for 
the patient become clear and these mean- 
ings must be considered in any possible ter- 
mination of the marriage. 

Any threat of termination of a marriage 
is likely to elicit the patient’s central de- 
fense systems and to permit him to express 
his core problems. It is usually the most 
important decision the patient faces 
during treatment. It represents a nodal 
point in treatment that affects all that fol- 
lows. The psychodynamic elements in 
divorce and separation may thus be of great 
importance because they are likely to be 
related to earlier relationships which may 
have been sources of strength or trauma to 
the patient. 


Dr. Holt is a psychoanalyst in private practice and 
Dr. Winick is director of research, the American 
Social Health Association, New York, N. Y. 
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‘The patient presumably had certain ex- 
pectations of marriage. Such expectations 
are conditioned by his religion, his system 
of ethics and norms and other external con- 
siderations, as well as by his inner needs. 
When the patient's expectations of mar- 
riage are violated so stridently that interper- 
sonal difficulties with his spouse approach 
a condition of desperation, termination 
of the marriage may be considered. The 
marriage may have been undertaken to 
meet a variety of conscious and uncon- 
scious needs, and termination may also be 
considered for a variety of both conscious 
and unconscious needs. The psycho- 
analyst must help to untangle the needs re- 
lated to the termination of the marriage, 
and to distinguish the conscious from the 
unconscious elements. 

In the first of the three cases reviewed 
below, the marital situation was not the 
presenting problem. In the second case, 
the couple had just separated “informally.” 
In the third, the patient came for advice 
about a divorce. 


Marital Problem Not the Presenting Problem 


With Phyllis, the marital difficulty emerged only 
in the course of treatment. She was a 38-year-old 
woman who was married to a successful stockbroker, 
with whom she lived in an attractive suburban home 
with their three children. She came for treatment 
because she found herself crying and depressed but 
did not know why. Phyllis drove her husband to the 


neither mate had much feeling for the other. They 
had little in common. They did not talk to each 
other (although they thought they did) but rather 
talked in each other's presence. On weck-ends, 
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Albert spent all his time in the basement working 
oa his hobby. Phyllis gradually became sensing 
during treatment to how bored she was and how 
alienated both she and Albert were. As she d 
cumed her lack of feelings she explained that ther 
was nothing wrong with this because she was 
“lady” who did not have emotions People whe 
expressed emotions, Phyllis said, were “Italians” 

She had begun crying about six months belis 
coming for treatment, At a college reunion she hal 
noticed that her classmates had sagging skins sai 
showed other signs of age. She learned that be 
college roommate had died of cancer during te 
previous year. Phyllis began to feel that lite wa 
passing her by and found herself sitting at home 
day after day and crying for “my lost youth.” 

After several months of treatment she became 
less concerned about her youth but increasingly @ 
satisfied with her marriage. She blamed her & 
satisfaction on her husband's lack of interest i 
her. She tried to change her husband's attitede 
by making constructive suggestions to him about $s- 
proving the marriage. Albert was amazed, set 
he saw nothing wrong with the marriage. As sse 
times happens when detached persons come usde 
attack, Albert became even more detached, reinler® 
ing Phyllis's view that he was deliberately ating 
against her. He thought her demands and reque® 
were so bizarre that he suggested that she se + 
analyst. (Phyllis had not told him that she bet 
begun seeing an analyst, as she thought he wou! 
not understand how a woman who appeared to be 
as happily married and as busy as she was with bet 
home and community activities could have oceai™® 
to see one.) 

When Phyllis told Albert that she had been #° 
ing an analyst for five months, he was livid aot 
insisted on seeing the analyst himself, so that be 
could “give the doctor some information that mig 
be useful in treating his wife,” and in order ® 
obtain guidance himself, His less visible mott 
was to size up the analyst and to obtain evident 
against him. The analyst told Albert that sin 
he was Phyllis’s analyst, he could not give advice bi! 
Albert. He explained, however, that the insg 
Phyllis acquired through treatment could help ® 
marriage. He avoided answering Albert's 
questions about Phyllis. k 

The husband then complained to Phyllis t% 
the analyst was evasive and had destroyed K 
happy marriage. Albert assured his wife SS 
people married for 17 years take their aare ee 
granted. He exasperatedly pointed out that he 
not much interested in religion or the soul $9 


not discuss such subjects with her. He 
wed that his wife did not make much 
to entertain him. He told Phyllis that 
g paying enough attention to her. 
Gnally went to another analyst himself, in 
of his wife's demands for a separation or 
ere. He went to the analyst mainly because 
> his status in the community and did not 
it. Phyllis realized that she had few 
a skills other than being a wife and 
and that she had no career to return to. 
pd and wife were thus in treatment with 
analysts and the possibility of improving 
on kept them together. Although both 
and wife often used the “my analyst said” 
Kent with cach other, Albert used it more often 
fof his defensiveness at starting treatment 
couple began to realize that since they 
thed from each other and alienated from 
Wn feelings, they could have had only a 
Marriage. They began to do things to- 
gO out with other couples and to take a 
in cach other. 
mt half of Phyllis’ five years of treatment 
voted, to a considerable degree, to her dis- 
E Whether she should get a divorce. She 
led a lawyer, although she did not discuss this 
Re analyst in advance of doing so. She con- 
ly berated the analyst for “forcing” her to 
Marriage together. She tried to provoke 
ms in which her husband would have to 
of example, she once changed the lock on 
without mentioning this to the analyst. 
ind broke in, noted that the house was in 
me and told her to leave, Phyllis began to 
had no right to expect her husband to 
hout some change in her. She slowly be- 
that her symptoms antedated her 


had had a very strong relationship with 
er Leo, who was two years older. When 
four and he was six, they had had a secret 

€eremony and Phyllis promised she would 
ty anyone else. Leo died at the age of 
d Phyllis forgot about him. In addition 
other, the only other object of her love 
Tabbit which her father had given her 
ter when she was three. One day her father 
F that the rabbit had gone to the woods to 
fhe other rabbits. A few weeks later, the 
fer of the Italian superintendent of her apart- 

told her that the superintendent's 
eaten the rabbit. She said, in words 
Vividly recalled, “We have eaten Nip- 
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pie; he tasted so good.” Phyliis’s mistrust of Italians 
stemmed from this incident, as did her mistrust 
of ber father and her turning to her brother as an 
ideal love object. 

Phyllis’s first dream, after cight months of treat- 
ment, was of her brother's swimming with her into 
deep water over her objections that she couldn't 
swim. Her associations made it clear that even Leo, 
her ideal brother-husband, could not be trusted, and 
neither could her husband or father or the analyst. 
She unconsciously felt married to her brother, and 
felt that he wanted to kill her so that they could 
be together, even if only in death. She wanted 
unconsciously to follow him in death. Since she 
did not consciously want to die, there was a con- 
flict between life and death, or Eros and Thanatos, 
which she resolved by being detached and alienated. 
By living without feeling, she could live without 
experiencing emotion or enjoyment, and therefore 
have no guilt that she had married a man other 
than the brother to whom she had promised her- 
self. Since she felt nothing, it somehow “didn’t 
count.” Phyllis spent many sessions on the impli- 
cations of this dream, as she realized that it was an 
aspect of herself that was pulling her toward death. 

Phyllis had great dependency needs and wanted 
to trust someone, but there was no one she could 
trust. Her father had lied to her about the rabbit, 
so she could not trust him. She had trusted her 
brother, who she felt had tried to kill her. She 
projected this negative image of her father-brother 
on to the analyst, whom she wanted to reject her. 
Thus she consulted a lawyer, changed the lock on 
the door and in other ways did things of which she 
felt the analyst would not approve, especially if she 
did not discuss them with him in advance, She 
repeatedly announced that she wanted a divorce 
and that the analyst could not keep her from get- 
ting one. The analyst repeatedly told her that the 
decision to obtain or not obtain a divorce was en- 
tirely hers. She had almost a repetition compulsion 
(perhaps transferential) to taunt the analyst with 
refusing her a divorce. Exploring her insistence 
on this point led to clarification of her feclings 
about her father, her brother and finally her hus- 
band. 

Thus the problem with which she first came to 
the analyst led to discussion of her marriage and 
her preoccupation with seeking a divorce proved to 
be a direct route to her central unconscious con- 
flicts. Once these were approached her marriage 
improved, but her major conflicts were so closely 
interrelated with her marriage and her transference 
to the analyst that it would have been quite impos- 
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sible to amem the marriage or her thoughts about 
divorce by themseives 


A Just Separated Couple 


Im some situations, separation appears to be the 
moat desirable of all the available alternatives. Elsie 
was a 40-year-old woman who had established a 
separate residence from her husband, a 43-year-old 
professional man, three months before beginning 
treatment. She came for treatment because she was 
anxious about being separated and also felt that 
she had been acting in an “odd way.” Once she 
became “furious” at her dog and beat it mercilessly. 
On another occasion, she broke all her dishes in a 
fit of rage when her husband's allowance check was 
a day late, A few weeks later, she found herself 
using foul language at the plumber because he had 
not come immediately to repair a dripping faucet. 
She also complained of headaches and dizziness. 
Her physician did a neurologic examination which 
was negative. He had first thought that she might 
have petit mal or a brain tumor, but referred her 
for analytic treatment when he ruled these out. 
Elsie, the daughter of a career naval officer, had 
had a Chinese governess from birth to the age of 
ten. She had spent her first five years in Japan, 
where her father was based, although he was on 
extended sea duty most of the time. Elsie had had 
an intestinal infestation which had required her 
governess to give her daily enemas when she was 
three years old. She recalled struggling against 
these enemas, Elsie was educated at a good college 
and acquired a considerable reputation in one of the 
applied arts. She had a relatively good job and on 
a summer cruise, when she was $7, met her future 
husband. She had previously had practically no 
experience with men, 

Elsie said that the only orgasms she had ever 
experienced were by having fantasies of her mother 
embracing her, forcing a tube into her rectum, and 
encouraging her to squeeze. Elsie could enjoy 
sexual intercourse only rectally, while she gave an 
enema to her husband. She wanted him to give 
her an enema before intercourse so she would be 
dean. He objected and attempted vaginal inter- 
course, which she resisted. She hit him and said, 
“It hurts.” After a while he became impotent and 
increasingly discontented. Then Elsie moved to 
her own apartment. She felt that she and her hus- 
band had made a “mature” arrangement by her 
moving out and receiving a weckly allotment check. 
As treatment progressed, she began to think that 
her husband had abandoned her, although it was 
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she who had actually initiated her departure, She 
then became so angry that she called on her bee 
band and accused him of forcing her to have inte 
course with him by forcing an enema in her reces, 
She told him that she would move Sack with his if 
he would agree not to engage in this “perversion” 
She rationalized her not discussing this visit with 
the analyst before making it by saying that she 
thought the treatment was supposed to give her 
“spontancity.” 

Her first dream, five months after treatment 
began, had its locale in a Chinese room. She wat 
lying in bed when a dark, husky figure approached 
her with a knife and tried to stab her in the stomach, 
She saw that it was her mother. She yelled 
“Mother, what are you doing?” and awoke eying. 
She originally thought that the dream “proved” 
that her mother hated her. Her associations made 
it clear that she was actually projecting her hatred 
of her mother, whom she equated with her hur 
band. She thought that her mother had abandoned 
her. Her anamnesis had established that ber 
mother had actually been very ill during Else» 
first few years and was simply not able to care fer 
her. 
Elsie’s second dream occurred soon after her visit 
to her husband. She saw herself at an art show, 
looking at a statue of a large woman. The statue 
tried to embrace her. Elsie saw that the statue had 
a penis. She pulled the penis off and the satet 
cried out in pain, Elsie looked at the bloody pent 
in disgust and saw that it had turned into a cigat 
She decided to smoke the cigar, never having 
smoked one before. She woke up feeling nauseated. 
Her associations made it clear that the penis-woma® 
was part of her self-concept, which she acted oat 
in visiting her husband. She also externalized this 
part of herself by trying to smoke the cigar. 

Elsie kept asking the analyst whether she 
remain separated or return to her husband. I 
was not possible to reach any clear conclusions 0 
this until some years of treatment. Elsie was # 
ambulatory schizophrenic with some paranoid sy™P 
toms who was too ill to maintain herself in maf 
riage. At the time she came for treatment, she hat 
been on the verge of a complete collapse- For 
religious reasons neither she nor her husband 
wanted a divorce. Elsie unconsciously wanted © 
continue the marriage because her husband was à 
symbolic combination of her rejecting mother 
punitive governess. A legal separation was some 
thing she could consider only after she had worked 
through her rage against her mother and her 


paranoid symptoms. After five years of 


a legal separation and a lump sum 
from her husband. Elsie began working 
d continued in treatment for a total of 
She began developing friendships of a 
nature and was fairly happy in her new 


Seeking Advice About a Divorce 


Ultimate nature of divorce, and the fre- 
painful nature of the reconstruction it 
makes it a method of terminating marriage 
profound implications for the patient. 
for treatment seeking advice on whether 
Bid get a divorce. A 39-year-old profesor, 
heen married to Clarice for 15 years and had 
Hdren. They lived in a suburban community 
‘supplemented his university income by con- 
work. 
oon he had driven out to the airport 
īa plane to a consulting assignment in the 
His flight was cancelled because of bad 
#0 he decided to go home. He walked into 
om to find his wife in bed with Frank, 
who was a subordinate of his at the 
» John went to the living room and sat 
olding the flowers he had brought for his 
came out to the living room and said, 
. John said, “Sorry that I caught you?” 
id, “We can’t afford a scandal. Goodbye.” 
ite told him that the situation with Frank 
an infatuation and had not been going on 
John began treatment because he wanted 
n whether he should get a divorce. He was 
facing homicidal impulses toward his wife in 
M few weeks of treatment. He took a leave 
fe to take his family away for a six-month 
The idea of this journey was to see if 
d re-establish a good relationship in new 
gs. During the vacation he wrote to the 
casionally. He reported that the vacation 
be serving its purpose of improving his 
ip with Clarice. 
Suple had never had much sex activity, but 
t increased somewhat during the vacation. 
Med again when they returned. John then 
Tegular treatment. Clarice had told him 
ed him very much and did not want him 
He was still suspicious of her and was 
to leave home for the consulting and 
nps, although these had established his 
MOn and enabled him to earn enough money 
an exclusive suburb. When he stopped 
“ampus assignments, his income declined 
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and they gave up their home for an apartment in 
the city, His wife became almos paranoid about 
the move and mid that he must hate her to lower 
her standard of living so cruelly. Eager to placate 
her and in order to raise his standard of living. he 
took a part-time appointment in another city, one 
day a week. He was still somewhat suspicious of 
his wife and wanted to tap her telephone while he 
was away, in his second year of treatment. The 


check on his wife in this way. She grabbed the 
tapes from him and burned them, He was 


z 
= 


willing to try again with Clarice, and offered to get 
another job in another city if she would go with 
him. She refused on the ground that she wanted 
to be near her relatives. He railed at the analyst 
for not helping his marriage, but decided that a 
divorce was the only way in which he could 

his integrity and self-respect. His wife had con- 
sistently refused his frequent suggestions that she 
get analytic help so that John saw no reason to be- 


get 
divorce, give his wife custody of the children and 
pay a small alimony. He got a job in another com- 
munity. 

John became aware of his masochistic self system 
during treatment. His mother was a very domi- 
neering woman and he had unconsciously selected 
his wife because she appeared to be a meek person. 
His wife's father was a very domineering man and 
she selected John because he appeared to be a 
meek person. He bought a house because his wife 
wanted it for the children. However, John intra- 
psychically experienced the house as a form of 
coercion, just as he experienced his wife's demands 
for closeness and love as coercion. This coercion 
was the equivalent of the dominance in his mother 
which he wished both to avoid and to seek. 

John was not consciously aware of his need to 
avoid the closeness which his wife sought. He 
justified his frequent trips away from home by his 
need for funds to “fix up” the house and get another 
car. His wife consciously wanted to please her 
husband, but felt lonely. She was angry at him 
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her, but was guilty about expressing 

One day when John was away, Frank 
called to pick up a document he needed. Frank 
was unhappily married, and they sensed each other's 
loneliness and soon drifted into an affair. 

John became aware in treatment that the close- 
ness his wife had wanted was repugnant to him on 
an unconscious level. But by the time he became 
aware of it, and of the neutrotic dovetailing which 
had created the marriage, the marriage could no 
longer be saved. Since his wife refused to enter 
treatment, the alternatives were: continuing the 
triangle situation, possibly becoming psychotic or 
a divorce. John’s desire to start afresh with his 
wife after repeated evidence of her infidelity 
showed the strength of his masochism, which had 
survived three years of treatment. In a new com- 
munity he has started a new life and has resumed 
a productive work career. John’s treatment could 
only advance as he explored the nature of his re- 
lationship with his wife, and ultimately his mother. 
His masochism could come into full view only 
as he engaged in backing and filling in terms of 
the divorce that was the original problem that 
brought him to the analyst. He both wanted and 
did not want a divorce. He would have remained 
married to Clarice if she had expressed interest 
in living elsewhere. The extensive discussion of 
the divorce and its implications made it possible 
to get at his core problems. This discussion en- 
abled him to resolve his current problem in the 
way that seemed most constructive in the light of 
his character structure and the reality situation, 
and freed him for at least the possibility of a better 
life elsewhere. 


In every case of divorce or separation 
that we have seen, the patient's relation- 
ship to his own parents has been the major 
determinant in not only his choice of a 
mate but also in the demarche of his mar- 
riage. Yet there was little acting-out be- 
havior directed toward parents in the three 
cases presented above. A patient may visit 
a parent to confirm an insight obtained 
during treatment, or be aware of a parent’s 
services as a baby-sitter if the marriage 
breaks up, or regard the parent’s home as 
a temporary refuge. In these three cases, 
parents did not appear to figure prom- 
inently in the decision to terminate the 
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marriage, although in other cases they 
be key figures. 

A problem which faces some spouses 
templating divorce or separation w 
begin treatment is whether to tell the 
spouse that they have begun trea’ 3 
all. Phyllis, in case one, did not W 
her husband that she was seeing an analy 
This kind of secrecy can seldom be 
tained when a couple is living 
The patient is likely to have difficult 
accounting for the time spent in v 
the analyst and in paying for the treatme 
by himself. He cannot unilaterally my 
a deduction of payments to the ana 
a medical expense for income tax purp 
if the couple files a joint tax 
Ideally, a patient should tell his sp 
of his interest in psychoanalysis long 
fore beginning treatment, but this 
candor in facing up to shared p 
assumes the kind of good relai 
which is seldom found in a couple 
templating termination of their marna 

Another frequent problem is M 
patient’s uncertainty over the extent 
which therapeutic insights about the mi 
riage should be communicated to 
spouse. Often such insights are con 
cated on a non-verbal level, as a 
which was shared for years becomes 
fied and its modification is observed byt 
other spouse. Some patients in 
tell their dreams to their spouse, 
times unconsciously selecting dreams 
will irritate or exacerbate the marital 
tionship. One woman who used to œ 
her dreams with her husband would 
times forget them by the time of her 
and telephone her husband to have 
remind her of the dream. f 

Even if dreams are not reported, 
patient often communicates insig! 
treatment to his mate. These may be 
destructively on a conscious or uncons 


level. It is therefore less a question of 
whether the patient will communicate 
meatment insights to the spouse than of 
how he will do so. Some patients feel com- 
pelled to discuss their treatment with their 
spouses, who may be quite unprepared for 
weh a discussion. 

The dangers of a patient taking an in- 
sight of the analysis and using it destruct- 
ively in a discussion with the spouse are so 
teal that the analyst should minimally in- 
terpret the other spouse to the patient. He 
an more productively concentrate on what 
is blocking his patient's ability to under- 
sand the other spouse. One analyst, for 
sample, told his patient that the patient's 
wile was an “as-if schizophrenic,” and de- 
scribed the characteristics of this syndrome 
to the patient. In a quarrel a few days 
later, the husband let it “slip out” that the 
wife was an “as-if schizophrenic.” The 
wile was so furious at hearing this that she 
Gused a hornet’s nest of reality difficulties 
for her husband that had grave repercus- 
sions for him. 

Reality difficulties are often threatened 
bY the other marriage partner when the 
Patient is contemplating divorce or separa- 
tion, Such difficulties may include threats 
of suicide, going to the spouse’s employer, 
treats of scandal and the like. Such 
threats are used largely to intimidate the 
Patient. Spouses who might actually en- 
Bge in this kind of behavior are not likely 
‘announce their intentions in advance. 

Non-patient spouse may resent the 
analyst as a “third person” in the marriage. 
i Marriage that is threatened, the 

wledge that one mate is discussing the 
= intimate aspects of the relationship 
^ a third person may lead the other to 

“ve that the patient is disloyal and is 
. 18 problems that should be discussed 
a the marriage to a third person who 

known to the other mate. The op- 
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posite reaction is also frequent. Many 
patients’ mates wish to talk with their 
mates’ analysts. Some of these may be the 
very husbands or wives who had com- 
plained about their mate going to an 
analyst. Phone calls, unannounced visits 
and other harassments may occur. 

The mate may seek to schedule a visit 
(as did Albert) to size up the analyst and 
obtain evidence against him. Sometimes 
he may sincerely wish to offer information 
to the analyst with a view toward helping 
the mate's treatment and helping preserve 
the marriage. He may wish to present his 
own case, to expiate guilt, to get the 
analyst to solve a problem rather than solve 
it himself, to control the analysis, to say 
something to the analyst which he cannot 
say to the spouse, to put the analyst into 
the position of a judge, to put the analyst 
into the role of an ideal parent who will 
observe his suffering or to get the analyst's 
interpretation of the spouse’s behavior. A 
visit to a mate’s analyst may be very sig- 
nificant in treatment. In one case, a hus- 
band’s attitude toward his wife changed 
sharply after his wife had seen his analyst, 
because he felt that his wife must love him 
if she could overcome her embarassment, 
face her husband's analyst and speak freely 
of her love for her husband. There are 
even cases in which the spouse of a patient 
has come for “treatment” under an as- 
sumed name in order to get “a line” on 
the analyst. 

Related to the patient’s spouse’s in- 
terest in the analyst is the question of the 
analyst’s involvement in litigation between 
the spouses. He should certainly avoid it 
if possible. He would not answer any ques- 
tion about a spouse or any other patient on 
the telephone, and would not admit that 
the named person is a patient or even that 
he or she is known to him. Any such ad- 
mission may be used against his patient. 
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Another matter which is likely to arise 
when patients are confronting a rift in 
their marriage is that their ordinary curi- 
osity about the analyst's private life, and 
especially his marital status, is heightened. 
The patient's questions about the analyst's 
marital status are, of course, best analyzed 
rather than answered, by “How will it help 
you to know?” or similar remarks. Patients 
often make remarks like, “How can you 
advise me on my marital problems unless 
I know that you have solved yours?” To 
which the analyst may reply by a remark 
like, “My job is not to give you advice, but 
to help you clarify your situation.” One 
analyst, who had been divorced several 
times, once defended his multiple divorces 
on a television interview program as signs 
of health, “maturity” and courage in facing 
up to the consequences of an unfortunate 
choice. This analyst soon found that his 
patients (who were grappling with marital 
problems) spent many hours in expressing 
their reactions to his disclosures. Their 
reactions were not positive. Patients’ re- 
actions notwithstanding, there is little 
doubt that an analyst’s status as either a 
bachelor, married, divorced or multiply 
divorced person may have some effects on 
his perception of his patients’ approach 
toward divorce or separation. This 
counter-transference element must be real- 
istically assessed by the analyst. 

If patients cannot use their knowledge 
of the analyst's marital status, they often 
use the gambit of questioning how he can 
possibly be sensitized to a particular prob- 
lem related to termination of a marriage 
because he is of the opposite sex. Thus a 
woman patient will say to a male analyst, 
“How can you possibly understand what 
Im feeling about my children; you've 
never been a mother.” The analyst can 
meet this kind of question by some remark 
like, “You are correct; I’ve never been a 
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mother. But perhaps you could tell m 
precisely what it is that you want me to 
understand and I'll try to do so.” 

Patients who come for help because of a 
current marital problem, which may result 
in termination of the marriage, are under 
standably interested in solving the partè 
cular problem. They usually become im 
patient when the analyst tells them that it 
is not possible to focus directly on the 
marital decision and come up with a quick 
answer to it. The custom that a major 
decision like a divorce should not be under 
taken during treatment is a useful rule, but 
sometimes it cannot be observed. Oco 
sionally a patient's treatment can advance 
only if his marriage is terminated. Some 
patients with an impending divorce have 
come for treatment only because they have 
heard of this rule and hope that their 
spouses will not divorce them while they 
are in treatment because of it. 

Patients are sometimes confronted by 
separation as an alternative resolution of â 
marriage. Sometimes an informal separ 
tion may be useful as a safety valve. In one 
case, a patient hit his wife so hard that she 
was unconscious, and she was so enra 
that he had to move out temporarily. M 
cases where the spouses are not talking to 
each other, the physical removal of one 
spouse may ameliorate matters. Other than 
in this kind of emergency, the trial sepa'® 
tion or the separation itself is not often â 
realistic resolution, unless there is a 1e" 
likelihood that the couple will ultimately 
make a successful marriage. The separation 
may be merely an artificial postponement: 
If a separation keeps together people we 
have no likelihood of going back to ee 
other, it inhibits the spouses from being f° 
to build a new life. Separation is sometime 
used by sadists and masochists as an a 
ternal reinforcement for their deten” 
systems. There may be religious reason 


br a separation, as in the case of Elsie 
ibove. 

The many legal problems attendant on 
livorce and separation make it important 
hat the analyst understand that it may be 
s hazardous for him to function as a kind 
f amateur lawyer as it is for a lawyer to 
function as an amateur psychiatrist. One 
egal problem on which patients often seek 
mmalytic guidance is alimony. They may 
expect the analyst to tell them how much 
they should give or receive. The analyst’s 
concern must be the function played by 
giving or receiving the alimony in the per- 
sonality economy as well as the fiscal 
economy of his patient, independent of 
legal or ethical norms. A husband may try 
not to give enough alimony because of 
hatred of an exploiting mother. Another 
husband may wish to give more alimony 
than he can afford because he sees his wife 
äs an idealized mother or because he wants 
punish himself or feels guilty. Some 
Women patients may be content to receive 
little or no alimony, just to escape from a 

marriage. Other women may use ali- 
Mony to reinforce their dependency needs 
ind child-like legal status as chattels. Even 
M areas outside of marriage, fostering cer- 
4 kinds of dependency needs may lead to 
iliculties. For example, as the United 
tes discovered in its foreign aid program, 
hos ing dependency needs often leads to 
tility, 

8 are wives who project their self- 

. Onto their husbands and see every- 
a 8 their husbands do, including alimony, 

Something done against them. The more 
aie their husbands pay, the more such 

a i them, through this projection. 

a and died after supporting his 
Month Ne with alimony of $2,500 a 

Or 17 years, but she said, “He 
bie aie to spite me, the s.o.b. I'm 
» Some wives may seek large ali- 
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mony payments to obtain revenge or just 
to be sadistic, while others seek less than 
they realistically need in order to punish 
themselves masochistically. 

The termination of a marriage usually 
means a sharp decline in the income of 
each spouse. This generally makes it diffi- 
cult for the spouse who is the patient to 
continue to pay for treatment on the same 
scale as before. The shock of a marriage’s 
termination (no matter how much advance 
preparation there has been for it) is likely 
to mobilize tremendous separation anxiety 
and to be so profound that the analysis 
may be a source of great comfort and 
strength to the patient. Even if a patient 
whose marriage has been terminated can 
pay nothing, the analyst must carry the 
patient for so long as is necessary. 

The analyst cannot offer advice on a 
matter like visitation rights to children in 
a divorce settlement. He can point out 
what these rights mean to the patient, in 
terms of the patient's own childhood, 
identification with the child, power, love, 
prestige, the child as a symbol of a former 
situation to which the patient wishes 
masochistically to return and similar di- 
mensions. Some patients may be seeking 
a divorce, on an unconscious level, for the 
specific purpose of getting rid of their chil- 
dren, or for the specific purpose of raising 
their children without their spouse. 

There are patients who come to see that 
they have a clear choice between remaining 
in a relatively bad marriage or taking the 
path of health and leaving the marriage. 
The choice, of course, is always the pa- 
tient’s. Some may choose to remain in 
a bad marriage because they feel strong 
enough to do so and because the alter- 
natives look bleaker to them. One 55-year- 
old woman very clearly saw her husband's 
unsuitability as a husband and the unlike- 
lihood of their marriage improving. Never- 
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theless she decided to stay with him because 
she felt that it would not be possible for 
her to find another husband at her age and 
she preferred the bad relationship to being 
alone. 

In our experience, most patients who get 
a divorce during treatment ultimately re- 
marry. The men who do not remarry tend 
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to be sicker than the women who do net 
possibly because the choice of a partner 
so much wider for the man than for the 
woman. Patients who remarry do so 
cause treatment has sensitized them to 
possibilities of a shared emotional life is 
which they will hopefully not repeat 
difficulties of the earlier marriage. 


$$ 


JACK P. EDELSTEIN, M.D., TOPEKA, KANSAS 


Mental health: 


can the pediatrician help? 


During the past twenty-five years, the role 
of the pediatrician in American society has 
changed markedly. Once he was consulted 
almost exclusively about physical illness; 
today he is being increasingly consulted 
about problems relating to growth and de- 
Yelopment and to psychosocial factors. 
There is evidence that at least 50 per cent 
of the pediatrician’s time is devoted to well- 
baby and well-child care. In 1959, Clifford * 
reminded us that pediatrics was facing the 
a of whether it should develop as 
To practice for children (taking care of 
their needs) or as a group of specialties, 
ris as pediatric neurology, pediatric car- 
gy, pediatric psychiatry and so on. 
a terms such as the “new pediatrics” 
ee prehensive care” have been intro- 
ite to include counseling parents about 
hag development, treating emotional 
fai s and practicing the principles of 
EE hygiene. One eminent pediatric- 
Taises the question of whether the 


“new pediatrics” can be practiced at all 
since, by its very nature, it consists of 
numerous subspecialty areas, all of which 
cannot be mastered by a single individual. 
Some pediatricians argue that the “new 
pediatrics” is not new at all * and that at- 
tention to the patient’s emotional health 
has always been a part of pediatric care. 


PSYCHIATRY IN PEDIATRIC TRAINING 
In the traditional training of a pediatrician, 
little time is available for dynamic psy- 
chiatry. The sheer bulk of knowledge 
about the physical aspects of childhood 
disease consumes so much of the resident's 
time and energy that little remains for 
a 


Dr. Edelstein is a second-year resident in child psy- 
chiatry at The Menninger Foundation. 


* Leo Kanner, M.D. wrote the first English language 
textbook $ on child psychiatry in 1935. Two years 
later, a book by Bronson Crothers, M.D.* proposed 
practical application in pediatric practice of the 
principles of mental hygiene. 
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learning about psychologic aspects. De- 
spite the feeling that psyche and soma 
should not be distinct, in training they are 
separated to facilitate learning. Emphasis 
is placed on the somatic portion, and 
pediatric training is primarily a study of 
childhood diseases. The study of child- 
hood is incidental. A well-trained pedia- 
trician understands, for example, the 
physiology of salt and water metabolism, 
the biochemistry of phenylketonuria, the 
immunology of smallpox and the hemo- 
dynamics of the tetrology of Fallot. Little 
time is devoted to psychodynamics, such as 
the understanding of nocturnal enuresis, 
school phobia or juvenile delinquency. 
Whatever understanding the resident ac- 
quires about a psychotherapeutic approach 
comes almost exclusively from his contacts 
with senior staff physicians during rounds. 
While the pediatricians involved in plan- 
ning training programs are themselves try- 
ing to get a better idea of what services 
the pediatrician should be able to offer his 
patients, the pediatric resident envisions 
himself treating physical disease alone. 
Residents particularly interested in the 
emotional aspects of child care frequently 
become subspecialists in this area, either 
with or without additional formal training. 
Once in practice, confronted by the 
psychological and emotional difficulties of 
his patients, the pediatrician may realize 
that he is ill-equipped to handle these diffi- 
culties. In surveys 5.67 pediatricians have 
been asked in what areas more training em- 
phasis seemed indicated from their ex- 
perience in practice. Results indicate a 
feeling of need for more knowledge of 
human behavior and psychopathology. 
Many pediatricians are disgruntled with 
their practices because they feel that they 
simply cannot handle the kinds of prob- 
lems that confront them. Most pedia- 
tricians say that they handle these problems 
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by using a “common sense” approach. 
Their methods are not very unlike thos 
available to others, such as clergymen and 
teachers, who advise and counsel people 
with problems in everyday living. Many 
publications have appeared which are 
keyed to helping the pediatrician handle 
these problems. Graduate courses have 
been offered with the same intent, and in 
recent years some university centers haye 
tried to incorporate this type of under 
standing into their training programs. 


EMOTIONAL PROBLEMS IN 
PEDIATRIC PRACTICE 
The pediatrician, as a presumed expert in 
mental growth and development, is con- 
fronted with the need to counsel parents 
about child rearing practices from birth 
through adolescence. Unlike physical 
growth and devlopment, a child's emo 
tional growth involves a conflict between 
his impulses and society’s dictates. This 
conflict exists even in the absence of 
“pathologic” features. If a child is properly 
nourished, cleaned and clothed, physical 
development progresses, barring pathologic 
deviations. This is not true of emotional 
growth and development. The healthiest 
child starts out with a bundle of uncivil- 
ized impulses. Environmental forces M 
early childhood (primarily the parents) 
must help the child develop mastery oya 
these impulses. The parents cannot partic- 
pate only as providers and protectors. 
Even in children whose emotional de 
velopment is taking place smoothly; 
physical illness enters and disturbs the ee 
gression. The pediatrician must counst 
the parents about this disruption in addi- 
tion to treating the organic illness. Evety 
doctor sees cases in which the organic ill- 
ness itself is not too disturbing but where 
treatment becomes an emotionally upset 
ting experience. This is the case in any 


wrgical procedure or in any hospitaliza- 
jon, To a lesser degree this is true when a 
hild receives an injection or distasteful 
medication, Sometimes even a routine 
physical examination provokes anxiety. 

In the area of so-called psychosomatic ill- 
ness, the pediatrician is made keenly aware 
of the importance of his understanding the 
psychogenesis of the disorder. Here the 
emotional aspects are regarded by pedia- 
ricians as etiologic factors rather than 
imply as concomitants to the somatic 
pathology. To have a working understand- 
ing of the disorder, the practitioner needs a 
gasp of the psychic factors involved. 
Children suffer from peptic ulcers, tension 
headaches,  neurodermatitis, bronchial 
asthma and other conditions in which the 
role of the psyche is well recognized. 

In a variety of ways the pediatrician be- 
comes aware of the psycho-social milieu in 
à child's home and its influence on a child’s 
health. More and more he is called upon 
to care for the victims of accidents. He has 
karned that many of these victims are re- 
eaters or siblings of previous victims. He 
recognizes the probable relationship be- 
tween these accidents and the psycho-social 
‘Witonment in the families. Current 
Pediatric literature abounds with articles 
“neering the “battered child syndrome,” 
os blatantly and dramatically points 
ally ae dangerous to a child an emotion- 

Sturbed family can be. 
y oo of malformations, congenital 
aa chronic illnesses, fatal ill- 

3 ia “incurable” conditions require 

a saeahe understanding of their 

impact upon the patient and his 
Parents, Pediatricians are called upon to 
Sive advice co i ve 
me concerning the care and treat 
_ it of children requiring institutional- 
ation for m i Nerang) R Aa 
Cerebral pal dany conditions, including © 
aps, eae stes and other neurologic handi- 

or without brain damage, with 
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or without mental deficiency. The hand- 
ling of cases involving mental deficiency 
has actually become a subspecialty. The 
expert (in addition to having an extensive 
knowledge of biochemistry, endocrinology, 
genetics, neurology and psychology) must 
have enough understanding of human 
nature to be able to advise parents. 

Because of the pediatrician’s interest in 
the over-all development of the child, 
people have come to rely upon him for ad- 
vice when children are not doing well aca- 
demically. Frequently the only explana- 
tion that the pediatrician can discover for 
poor achievement is an emotional disturb- 
ance. 

In the vast field of what is generally con- 
sidered within the psychiatric realm, many 
problems are seen by the pediatrician. 
Children experience typical neurotic symp- 
toms such as phobias, anxiety states, com- 
pulsive ritualistic behavior and hysteria. 
They manifest behavior disorders in their 
homes, in school and in the community, 
where they come into conflict with the legal 
authorities. They exhibit sexual aberra- 
tions and perversions and even psychotic 
behavior. 


HANDLING EMOTIONAL PROBLEMS 

IN PEDIATRIC PATIENTS 

Except for those who have concentrated on 
subspecialties or have entered the area of 
academic medicine, most pediatricians 
handle problems of emotional health and 
development every day. The physician's 
knowledge of the family and its relation- 
ship with him, its confidence and trust in 
him and its respect for him as an authority 
set the stage for treatment. He uses his 
history-taking procedure in an expanded 
form to permit the parents to talk about 
their concerns and express their feelings. 
He uses the physical examination in such 
a way as to be reassuring to the patient and 
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the parents. His authority permits him to 
give information, make explanations, and 
clear up misconceptions which the parents 
may harbor. He teaches, encourages, ad- 
vises. By his calm acceptance of the child 
he sets an example for the parents. His 
primary tool is the supportive reassurance 
he can give the parents. This works be- 
cause of his relationship with them and his 
knowledge of the family. 

The pediatrician recognizes that the 
parents themselves may have psychologic 
problems and that there may be a dis- 
turbed parent-child relationship. With 
this in mind, he can work with the parents, 
particularly the mother, to improve this 
interaction. 

The pediatrician may use a psychiatrist 
for consultation in much the same way as 
he uses any specialist. Perhaps he has some 
doubts about the diagnosis in a particular 
case or desires some suggestions about the 
management of its emotional aspects. Per- 
haps he recognizes that the case requires 
psychiatric treatment beyond what he is 
able to offer. Perhaps he detects potential 
danger of faulty emotional development in 
a child who is not yet having difficulties but 
in whose family a genuine threat exists. 


DIFFICULTIES IN TREATING 
EMOTIONAL PROBLEMS 

Some practical and realistic difficulties 
involved in the pediatrician’s treatment of 
emotional problems in his patients stems 
from the character of his practice. For ex- 
ample, every day he sees many patients and 
each is seen for a short time. To under- 
stand a disease, the pediatrician tries to dis- 
cern its cause. Then the cause is attacked, 
avoided, altered or extirpated. Confronted 
with a condition which he feels is primarily 
an emotional problem, the pediatrician 
searches for the etiologic factors. Among 
the environmental causes, often the parents 
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themselves, particularly the mother, are 
seen as most important. In his office he 
observes any inept approach the mother 
may display toward her child. The mother 
tells the pediatrician how she handles her 
child and his problems. She asks his ad- 
vice. She reveals her inabilities and de 
pends upon his judgment for many 
“routine” aspects of child care. She has 
called him in the middle of the night, ur 
certain about how to handle a minor upset. 
He has had to see her child to correct her 
errors: she has given the child an overdose 
of medication, or has neglected to protect 
him from the stove or has overtreated 
diaper rash. Through all this, he has 
listened and collected the data like a diag 
nostician. He considers the mother the 
cause of the child’s emotional difficulties 
and therefore the object of his wrath 
Angry at the mother but concerned lest his 
anger alienate her (which might preclude 
his further treating the child), he does not 
clearly explain to her that some child-rear 
ing practice should be altered. For & 


ample, a mother may complain that her | 


child cries all the time and thus must be 
carried constantly. The pediatrician may 
feel that the mother is fostering this be 
havior in the child and that she should 
permit the infant to cry and develop some 
independence for its own emotional matt 
ration. Concerned that his own anger ma 
be apparent to the mother, he dismisses the 
complaint with a casual reassurance that 
the baby will outgrow it. 

The pediatrician, perhaps more than any 
other specialist, identifies with his patient 
and the patient's suffering. As a champio® 
of the relatively helpless, immature chi 
he fights any obstacle to the child's health 
and normal development. When © 
mother becomes an object of the docto 
anger, he is likely to take sides with te 
hostile aspect of the child’s ambivalent į 


toward the mother. Another difficulty is 
ntal resistance. A pediatrician sees 
himself as an authority in the field of child 
care. He expects that his advice and 
recommendations will be followed. If he 
tells a mother to give a child one teaspoon 
of a prescribed medication after meals and 
before bedtime, he expects that she will do 
it just that way. When he tells her not to 
be so lenient or not to be so demanding, 
he expects that she will comply with this 
prescription too. Frequently mothers are 
remiss even in the simple administration of 
prescribed medication to an ailing child. 
But when the advice involves changing 
their attitudes or behavior, it is even less 
likely to be followed. Related to the prob- 
lem of parental resistance is the likelihood 
that the pediatrician (even more than other 
physicians) will assume a maternal attitude 
toward his patients. He may therefore feel 
Competition with a child’s real mother. 
Feeling that he is a better mother, he re- 
sents her failure to heed his advice. 
Pediatricians traditionally and jokingly 
Sy that the big problem in practice is not 
the children but the mothers, and that they 
have to treat mothers as well as children. 
€ parent sees the pediatrician not only 
s a scientist but also as someone who may 
helpful, someone upon whom she can 
depend. The mother expects things of her 
Pediatrician, In her uncertainty and dis- 
a" she expects support and reassurance. 
3 eee that the guilty feelings she has 
we absolved by the doctor’s finding a 
p Ysical cause for her child’s problems. 
a if no physical cause is found, she 
<a to be treated with support and for- 
X eee difficulties arise in regard 
Bathe, ild, she may feel inadequate as a 
af and helpless, Sensing the demand- 
8 duality of the dependency needs of the 


o! tite i 
A r, the pediatrician may react with 
ings of anger, 
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Thus there are four reasons why a pedia- 
trician may have angry feelings toward a 
patient's mother: (1) his feeling that the 
mother is the cause of the patient's diffi- 
culties, (2) his close identification with his 
patient, (3) the mother’s resistance to fol- 
lowing his recommendations, threatening 
his authority and his competence to help 
children and (4) the apparent excessiveness 
of the demands and expectations of 
mothers. 

Therapists normally have counter- 
transference feelings. If the therapist is 
aware of these, they can be useful tools; if 
he is not, these feelings may interfere with 
his attempt to be helpful. Sometimes a 
pediatrician expresses his anger directly to 
a mother who then either removes the child 
from his care or becomes resistant to the 
doctor's efforts to be helpful. More often 
a pediatrician is unaware of his angry 
feelings and is unable to admit them to 
himself lest he jeopardize his image of him- 
self as a counselor and helper to parents. 

These, then, are impediments to the suc- 
cessful treatment of emotional problems in 
children by a pediatrician. Optimal psy- 
chiatric referral of children also has its 
impediments. 


IMPEDIMENTS TO PSYCHIATRIC 
REFERRAL 

Decisions about the advisability of psy- 
chiatric referral require keen clinical judg- 
ment. Aware that a child with chronic 
ulcerative colitis might benefit from psy- 
chiatric treatment, the pediatrician must 
consider the possibility that such treatment 
might initially increase the severity of the 
physical symptoms. 

Psychiatric treatment implies consider- 
able expense to the parents over a long, in- 
definite period of time. Psychiatric facili- 
ties are frequently in short supply, and 
treatment may necessitate a long waiting 
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period. All these are realistic concerns of 
the family contemplating psychiatric treat- 
ment for one of its members. However, 
preoccupation with these concerns fre- 
quently masks more personal feelings about 
psychiatry. It is mysterious and frighten- 
ing. Many of people's ideas about what it 
involves are seen in the popular portrayal 
of psychiatry in fiction, in films and on tele- 
vision. The psychiatrist himself is visual- 
ized as an aloof, “different” kind of person, 
not the warm, comforting, gentle person 
seen as the image of a pediatrician. The 
psychiatrist is often pictured as a foreign, 
threatening, critical personality who stands 
apart from the rest of mankind and passes 
judgment. These notions make it difficult 
for parents to follow recommendations for 
psychiatric consultation. 

A mother may have guilt feelings about 
her role in her child’s present difficulties 
and expect criticism. No one welcomes 
being told that she has not been rearing 
her children properly. She may have a 
vague awareness that she has some emo- 
tional difficulties of her own and may fear 
that these will become apparent. She may 
see the psychiatric recommendation as an 
accusing finger pointed at her. Perhaps 
she sees it as a sign of rejection by the 
pediatrician, an indication that he is not 
sufficiently interested in the family to con- 
tinue the treatment himself and, in fact, 
that he dislikes her personally. 

The referral may imply to a mother that 
she has made mistakes in rearing her child 
and is not a competent mother; more than 
that, it may suggest to her that the child 
has incurred irreparable damage. Some- 
times a child so afflicted may make the 
mother fear that the family is disgraced. 

A pediatrician may have fears and doubts 
about psychiatry and psychiatrists not un- 
like those harbored by the general public. 
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Medical training does not inform him ade 
quately about the practice of psychiatry, 
nor does it protect him from popular mis 
conceptions. The psychoanalytic theory 
and its application may be as much ofa 
mystery to him as cardiac surgery is to a der 
matologist. In addition to his lack of 
knowledge of theory, the pediatrician may 
feel an estrangement from psychiatry be 
cause he thinks it is less scientific and mort 
“philosophical” than other medical special- 
ties. Perhaps he has read articles by psy 
chiatrists that were replete with words un- 


Że a 


familiar to him, terms more abstract than | 


those to which he is accustomed. He can 
talk to the cardiologist about “the heart" 
or to the radiologist about “the sella 
turcica,” but “the superego” is intangible 
and not a part of his working vocabularly. 
Despite the advice of many authors about 
what kinds of problems pediatricians ought 
to refer for psychiatric consultation, if the 
decision is left to the pediatrician, he will 
most often be guided in referral primarily 
by his own feeling of adequacy or inade- 
quacy. This alone does not determine his 
decision, but it is a prime consideration. 
Many of the problems for which families 
are referred to psychiatric facilities bY 
pediatricians are not unlike the problems 
that might prompt referrel by non-medical 
people. Frequently the parents are aware 
of the need for psychiatric help when they 
approach their pediatrician. This author 
reviewed records of 22 children who had 
their initial interviews in 1962 at tW? 
psychiatric facilities in Topeka after 1 
ferral by local pediatricians. Of these 
three were seen at The Menninger Clinic 
Children’s Division and nineteen at The 
Family Service and Guidance Center o! 
Topeka. In only 6 of the 22 cases was 
there an indication that the parents a 
proached the pediatrician unaware of th 
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ible role of emotional factors in their 
child’s difficulties. 

Once having decided to make a psychia- 
tric referral, the pediatrician may transmit 
his own uncertainty as to the real value of 
the consultation by the manner in which 
he makes the referral. Rather than posi- 
tively stating a conviction that the family 
should seek a consultation, he frequently 
sounds apologetic. His concern that the 
parents will not accept such a referral, 
(prompting him to call the psychiatrist a 
"nerve specialist”) betrays his own feelings 
that there is something undesirable about 
seeing a physician who does not deal with 
organic illness. 

The pediatrician’s anger with the 
parents interferes with successful treatment 
of the child’s emotional disturbances. His 
anger may also interfere with a successful 
teferral. If he is angry at the parents, he 
Will be ineffectual in his referral to a psy- 
chiatrist because his referral implies his dis- 
like of them. Under these circumstances, 
the family cannot feel that he is acting in 
Its best interest. If he is desirous of ridding 
himself of the disliked parents, the pedia- 
trician may promise a cure through psy- 
chiatric tre 

atment and thereby erect a 
hurdle to optimal treatment. 

Because he has a vested interest in the 
child, the pediatrician may feel that he will 
lose his patient to the psychiatrist. He may 
have vague apprehensions that his tech- 
miques will be depreciated. These fears 
also make the suggestion for referral some- 
What less than enthusiastic. 


CONCLUSION 


Pediatricians often say that society in 
eneral, and parents in particular, deter- 
But ee character of pediatric practice. 
Is is true only to a certain extent. 

° good pediatrician permits a parent to 
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coerce him into prescribing medication that 
he does not believe advisable. No child 
can talk him out of giving treatment that 
he deems necessary. The pediatric profes- 
sion itself must determine its own purpose 
and how best to effect this purpose. 

The great number of people suffering 
with emotional problems requires that per- 
sons other than psychiatrists be involved 
with the resolution of these problems. The 
pediatrician is in an ideal position for pre- 
venting and treating emotional ills. Not 
to capitalize on this position would be un- 
fortunate. But pediatricians cannot prac- 
tice psychotherapy in the same way that 
psychiatrists do. A pediatrician sees many 
patients, charges relatively low fees, spends 
only a short time with each patient and 
must be primarily concerned with the 
physical health of his patients. 

If the pediatricians are properly to 
handle their patients’ emotional problems, 
a new approach must be found. This 
should be based not only on an understand- 
ing of psychodynamics but also on a recog- 
nition of the doctor’s own feelings and the 
role these feelings play in the therapeutic 
process. Many pediatricians are unaware 
of their feelings about emotional problems 
and about their patients. Some of these 
feelings interfere with their efforts to help 
their patients. 

Psychiatrists should not ignore the 
dilemma of their pediatric colleagues. It 
may be a rationalization to say that the 
pediatrician is incapable of (or unin- 
terested in) improving his understanding 
of emotional problems and his technique 
for treating them. The psychiatrist must 
examine his own feelings about the ef- 
forts of non-psychiatrists to help people 
with emotional disturbances. Indeed, psy- 
chiatrists, in conjunction with pediatric- 
ians, must commit themselves to the task 
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of developing a dynamic approach appro- 
priate to pediatric practice. 
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Rose! found that relatives professed little 
understanding of hospital treatment pro- 
grams. They tended to conceive of pa- 
tients as potentially dangerous and in need 
of relatively constant surveillance. Nun- 
mally? also found that the general public 
describes mental patients as dangerous and 
unpredictable. 

The present study is an exploration of 
the concepts of mental patients held by 
their relatives. Such concepts might be 
“a to influence their relationship 
te i patient. We have also reviewed 
“an erence between the concepts held 
it an atives and non-relatives to determine 

y particular attitudinal complex dif- 

“tentiates the two groups. 

ES P research was conducted dur- 
h pen House” for the general pub- 

A € Northampton (Massachusetts) 
Se hospital for male veterans. 
on were asked to complete a short 

mnaire which included items such 


Relatives’ concepts 
of mental patients 


as: “How many mental patients out of 
one hundred act strange all the time?” 
Sixteen such items were included (see the 
tabulation), many of which measured the 
more common stereotypes of the mentally 
ill, The visitors were instructed to make 
careful estimates as to how many mental 
patients out of one hundred fall into each 
of the question categories. This procedure 
is somewhat similar to an “error choice 
technique” (i.e, forced choice between two 
equally wrong alternatives) in that the 
subject must guess the number of patients 
who, for example, act strange all the time. 
Presumably the larger the ratio in this 
negative category, the less favorable the 
subjects’ conception of mental patients. 
The sample consisted of a total of 102 


Mr. Swingle is assistant professor of Psychology at 
Dalhousie University, Halifax, Nova Scotia. This 
paper is based on a study conducted during the 
author’s traineeship in Psychology at the Veterans 
‘Administration Hospital in Northampton, Mass. 
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subjects: 26 relatives and 76 non-relatives. 
Persons unrelated to a patient but who 
had come to the hospital to visit a patient, 
were excluded from the study. The non- 
relative group included some employees’ 
relatives and (to this extent, at least) may 
not correspond to a random sample of 
the general population in the vicinity of 
the hospital. Both sets of samples were 
voluntary visitors at the hospital and pos- 
sibly not representative of a random sam- 
ple of either population in general. 
Preliminary tests, using Student's t-test, 
indicated significant differences between 
the overall scores of relatives and non- 
relatives and of males and females beyond 
the .10 level of significance, suggesting the 
appropriateness of individual analysis. A 
product moment correlation between sub- 


ject’s age and score indicated no significant 
relationship. 

The size of the standard deviations for 
the mean scores indicates wide differences 
of opinion within each subgroup (75 per 
cent of the standard deviations were greater 
than 20). This indicates that for many 
of the question categories there was com 
siderable spread of replies over the 0 to 
100 response range. A distribution of this 
nature supports Nunnally’s conclusion* 
that the public (and in the present study, 
relatives also) are lacking in information 
rather than grossly misinformed. 

The response means for all groups show 
the expected “negative halo” or stigma as 
sociated with mental illness (see table) 
That is, the usual “dangerous,” “unpre 
dictable,” “hopeless,” “incoherent,” stereo 


Mean responses of relatives and non-relatives divided by sex of the 
respondent. Comparisons are between relatives and non-relatives 
within each sex category 


Male Female 
7 Non- Non- 
iin relative Relative relative Relative 
What number out of 100 mental patients: n=34 n=13 n=42 nals 
Meir 

are friendly? 72.1 77.7 71.7 64.6 
are violent? 12.3 9.8 15.0 13.4 
have ability to tell right from wrong? 71.2 59.2 68.2 70.0 
are receiving a full treatment program? 82.4 86.7 83.9 75.0 
can never be left alone? 24.1 45.0** 22.5 20.8 
will always be mental patients? 30.3 39.6 34.8 40.4 
are granted ground privileges? 60.1 60.8 64.7 50.8° 
act strange all the time? 23.3 24.4 26.3 39.2% 
can participate in a normal conversation? 70.4 68.3 66.6 52.7° 
can understand a letter written to them? 74.6 63.3* 66.5 67.8 
act normal most of the time? 63.0 61.2 65.7 55.0" 
are capable of conducting themselves 

properly in town on a day-time pass? 51.0 46.2 53.5 ag 
should be allowed ground privileges? 65.4 63.8 67.4 62.2 
inherited their mental illness? 22.5 23.4 20.5 33,5" 
are treatable? 83.6 85.7 81.8 Bs 
are capable of going home after a 

treatment program? 65.3 54.2% 58.8 49.0° 


* Significant at the .05 level. 
** Significant at the .02 level. 
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cent of mental patients, for example, 
are considered “violent” by the subjects in 
the present study even though, as Uhr and 
Miller* state, since the advent of tran- 
quilizers “it's a rare case when we have 
| torestrain anyone.” On the average, across 


J 
) types are apparent. Between 10 and 15 


the four subgroups, about 10 to 15 per cent 
of mental patients are thought to be vio- 
lent, 30 to 40 per cent, we are told, lack 
the ability to tell right from wrong, 20 
to 45 per cent can never be left alone, 30 
to 40 per cent will always be mental pa- 
tients and between 30 to 50 per cent are 
fot thought capable of participating in 
anormal conversation. 

The table reflects a trend towards more 
negative or pessimistic conceptions on the 
part of relatives as opposed to non-relatives. 
Comparing the mean score on each question 
for the relatives and non-relatives indicates 
that on 14 of the 15 relevant questions, 
Telatives’ mean scores were more negative 
than non-relatives’ scores. A Student's t- 
“st comparing these two groups on the 
basis of total score (negative items corrected 
for direction) indicates lower scores, prob- 
ably best interpreted as more pessimistic, 
for the relative group, despite the large 
Standard deviations, at the .10 level of 
Significance, 
apie comparisons, using Student's 

ere computed between the mean 

Eo ‘3 ia and non-relatives for both 
et i: emales, Individual compari- 
aN 1s nature must be interpreted 
kont D sace of the 82 indiyidaal tests 
5 ian significant differences” at the 
od be expected by chance. 
Sting result does appear, how- 


Ver, í x 
> Which may be relevant in terms of 


wil 


F EN relationships. Female rela- 
f as ; . 
| ave in the tabulation) have 


Y greater tendency than female 


Ton-re]; cs 
‘tives to consider patients as 
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“strange acting all the time” and “unable 
to participate in a normal conversation.” 
Male relatives have a greater tendency 
than male non-relatives to consider pa- 
tients as “needing constant surveillance” 
and “unable to understand a letter written 
to them.” This may influence the fre- 
quency, willingness and manner of rela- 
tives’ visits and letter-writing to patients 
as well as the relatives’ willingness to have 
the patients live with them on a trial visit. 

One further finding is of interest. Each 
subject was asked to agree or disagree with 
the statement “The success of a treatment 
program depends upon the patient's rela- 
tives.” A chi-square test indicated that 
a larger proportion of non-relatives agreed 
with this statement at the .05 level of sig- 
nificance. This finding again may have 
some relevance to patient-family relation- 
ships. 

Active involvement in the patient's 
therapy on the part of relatives depends to 
a large extent upon the hospital (i.e, the 
existence of relative participation pro- 
grams), the size of its staff and staff atti- 
tudes toward the relatives. Less active 
involvement (e.g. visits, letter-writing) may 
be encouraged by the hospital administra- 
tion but is more directly affected by the at- 
titudes of the relatives themselves. 

Letters from relatives would seem to be 
of major importance in the treatment of 
any person suffering from a psychological 
disorder. Sommer * reports that better than 
50 per cent of the patients in his study 
had relatives living on the outside; but as 
the period of hospitalization increased, the 
patients tended to lose contact with them. 
By the end of 20 years’ hospitalization, the 
probability of a patient (in his sample) 
receiving a letter during a one-week period 
was one in fifty, Similarly Bingham ë re- 
ports that about one-half the patients in 
the hospital never receive mail or visitors, 
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Sommer * also reports that relatives’ visits 
are correlated with length of stay of the 
patient. Those receiving visitors have 
a mean stay of less than one-half (7.4 years) 
that of patients not receiving visitors (16.6 
years). 

More research is needed but one may 
assume that ties with society in general are 
inherently beneficial to the patient. Upon 
entering the hospital, the patient abandons 
many social ties which anchored him to his 
place in society." In addition, the patient 
is disturbed and is part of a quasi-total 
institution. He is in the precarious posi- 
tion of losing his identity (i.e., accepting 
institutional values). 

Not only is the act of visiting and writing 
important, but the attitudinal subtleties 
of these acts are crucial. A person tends 
to accept the role or image that his group 
holds up to him? It is for this reason 
that negative attitudes and stereotypes in 
relatives are particularly important. As- 
suming that the hospital administration 
could encourage relatives to maintain more 
contact with patients, the attitudinal qual- 
ity of such interpersonal contacts should 
be considered. If relatives view the hos- 

- Pitalized patient as unpredictable and 
hopeless, and more importantly, as unable 
to understand a letter or participate in a 
conversation, their behavior towards him 
may manifest evidences of unsophisticated 
l , custodialism and uneasiness. 
It would seem reasonable to assume that 
this would negate any meaningful thera- 
peutic relationship. 

The present study indicates that the 
limited number of relatives sampled mani- 
fested relatively negative conceptions of the 
mentally ill. Since our subjects were volun- 
tary visitors, they might reasonably be 
assumed to have fewer negative conceptions 
than a genuine random sample of this 
group. In almost every attitudinal area 
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tested, the relatives’ attitudes were in ùe 
direction of being more unfavorable « 
pessimistic than those of the non-relative 
Whether or not this tendency (found i 
the present research) corresponds to whit 
would be found in completely randos 
samples, it is enough to say that the exte 
of the negative conceptions or misconctp 
tions of these relatives corresponds with 
the general public's “negative halo” re 
garding mental patients.* 

A significantly smaller proportion of rele 
tives than non-relatives felt that family 
participation in the patient's treatment wä 
important. This suggests that hospiti 
staff might be well advised to concentratt 
more attention on informing relative 
about mental illness and mental hospital 
as well as encouraging them to maintain 4 
meaningful relationship with the patient 
Such information and encouragement 
would be expected to produce more veridi 
cal concepts of mental illness on the pal 
of relatives and thus complement the ther 
peutic efforts of hospital personnel. 

Finally, efforts to inform the 
public about mental illness and its u 
ment (in order to effect changes in existing 
stereotypes and prejudices) would seem W 
be facilitated by keeping those penom 
most closely affected by mental illness 
aware of its ramifications well and co 
informed. 


SUMMARY 


Patients’ relatives and non-relatives visiting 
a mental hospital during an “Open Hous 
for the general public were asked to © 
plete a scale designed to measure ye 
tions of mental patients. Differences 
tween the responses of the above two groups 
are reported and implications of the 
tives’ attitudes for the patient-relative ™ 
lationship are discussed. 
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Book Reviews 


INTRODUCTION TO 
PSYCHOPATHOLOGY 


By Shervert H. Frazier and Arthur C. Carr 
New York, The Macmillan Cos 1964, 168 pp., $3.93. 


Psychiatrists, psychologists, 

psychiatric nurses, psychiatric social 
workers and all interested in psycho- 
pathology will find this publication of in- 
terest. The basic information needed by 
workers in mental health can be found here 
in outline form. 

Attention is given to classification, the 
psychodynamics of each major illness, the 
psychogenesis of each type of disorder and 
the physiologic factors associated with many 
of the syndromes. The final section of 
each chapter is devoted to a discussion of 
the appropriate methods for the manage- 
ment of each disturbance. Every major 
psychiatric term encountered in the chap- 
ter is defined briefly on the page on which 
the term first appears. 

In the appendix is an additional glossary 
of significant terms in psychopathology. 
This should be a helpful review of one’s 
psychiatric vocabulary. The appendix 
also contains an outline for taking a psy- 
chiatric history and giving a mental status 
examination. This will certainly help 
medical students. It is also useful to other 
mental health professionals who are likely 
to need the information provided in the 
psychiatric history and the psychiatrist's 
mental status report. The appendix also 
contains a discussion of the major diag- 
nostic tests used by clinical psychologists. 
One is surprised at the vast amount of data 
the authors have included. They have 
packed in a thorough digest of what the 
general medical student and psychiatric 
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nurse are expected to learn during thet 
formal training in psychiatry. The writ 
ing style is clear and the authors are to be 
commended for their ability to outline 
significant aspects of psychopathology. 
This publication will be useful in into 
ductory courses in psychiatry, informal 
self-study by those who do not have tht 
opportunity to secure a formal course if 
psychiatry, by medical students and 
chiatric nurses and by all who are interested 
in increasing their knowledge of psycho 
pathology. 
This publication has the unique feature 
of being a cooperative effort on the part of 
a psychiatrist and a psychologist. This dual 
perspective on psychopathology is dik 
tinctly superior to a single discipline ap 
proach. In addition to the contribution 
that these men have made through # 
presentation of current information about 
psychopathology, they have set an excellent 
example in the increasing cooperation 1 
which is occurring between psychiatry and 
the other behavioral sciences.—SwneY B : 
[ 


DENMAN, PH.D., UniveRsITY OF FLORIDA 
M1aMI, FLA. 4 


TOWARDS AN UNDERSTANDING or 
HOMOSEXUALITY 


By Daniel Cappon, M.D. ‘ 


Englewood Cliffs, N. J., Prentice Hall, 1965, 302 phs 
$6.95. 


In view of the need for an understanding 
of the increasing social problem of homo 
sexual behavior, it is unfortunate that this 
book in no way lives up to its title. 4 

The author says in his preface that he “is 
dedicated to drawing a picture of his p 


; 
j 


treatment approach to homosexual prob- 
kms” Then, having disclaimed “particu- 
lar expertness or even a particular interest” 
fe such problems, he writes a 302-page 
book on the subject. He describes his book 
in these terms: 


~., all the author can offer here, as elsewhere, 
ate clinical hunches, hypotheses to be tested by 
ethers, a priori deductive reasoning and armchair 
paychological analyses.” 


His method he describes thus: 


"I had no firsthand experimental data to report, 
Thad no systematic study geared to a statistical 
daig, I have no objective findings to report. 
(The therapist) needs to be as free from prejudice 
as posible, or at least to be aware of his preju- 
dices and on guard, to be bumble and pure in 
heart.” 


It is thus curious to observe that Dr. 
Cappon consistently describes his patient 
Koup in words like the following: 


=... the guilt which comes from a knowledge of 
Powession if not of a blackened soul, then a tam- 
ished and besmirched body . . . the moral disorder 
that is homosexuality . . . homosexuality is im- 
moral by any standard . . . He (the homosexual) 
knows and feels keenly that he is not a complete, 
integrated, wholesome, good person. He often 
feels himself to possess a fraudulent personality, 
to be not a man as much as a fake, and he knows 
there is a rift, a flaw, a rot in his nature .. . his 
finer ugliness . . . behave like an animal and 


degenerate to homosexualit atavis- 
y . . . regressed, 
tic humans.” y 


This is hardly unprejudiced language. 
k also contains some surprising 
— “ntradictions, Having demolished (to his 
Stisfaction) the theory of constitutional 
» he later says: 


*-- only especially predisposed or primitive per- 
a will, under stress, regress or become deviant 
bj ring from a heterosexual to a homosexual 
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He says, "Usually the H patient is not very 
politically minded,” but “they will gravi- 
tate to deviant social, political and re- 
ligious movements.” 

Perhaps the most startling confusion ap- 
pears in the phrase “overt latent fellatio 
oris,” which contains both a contradiction 
and faulty Latin. 


the 
the sadness, the regret, the fear, will be over- 


THE CRY FOR HELP 


Edited by Norman L. Farberow, Ph.D. and 
Edwin S. Shneidman, Ph.D. 


New York, McGraw-Hill, 1965, 388 pp. (paperback), 
$745. 
Every year 18,000 people in the United 
States commit suicide. 

Since there is no treatment for a successful 
suicide, there is only one approach: pre- 
vention. One of the best known suicide 
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prevention centers is one in Los Angeles, 
where Farberow and Shneidman's latest 
book originated. Here is an anthology of 
papers discussing the psychological, legal, 
moral and philosophical implications of 
suicide. The chapter describing the Los 
Angeles suicide prevention center gives the 
reader a good idea of its work and clears up 
some of the most common erroneous no- 
tions concerning suicide. It points out that 
most people do talk about suicide prior to 
committing it, that many make a new at- 
tempt when they seem to be recovering 
from their depression and that suicide- 
prone people have a neurosis or character 
disorder rather than a psychosis. 

Especially valuable is the chapter on 
emergency evaluations, which draws atten- 
tion to the fact that some reasons given by 
the patient for his wish to die are to be 
taken more seriously than others, i.e. “sui- 
cide threats designed primarily to taunt or 
punish the recipient or to gain a distinct 
goal or advantageous objective (for ex- 
ample, to force a marriage or obtain a 
therapeutic abortion) carry a relatively low 
emergency lethal valence.” 

The chapter on suicide among schizo- 
phrenics should be read by everyone who 
works with hospitalized mental patients. 
It includes an unique check-list of “suicide 
potential for schizophrenic patients.” While 
one may argue about the validity of any 
check-list, its use might make the hospital 
physician take a second look at a patient 
whom he might otherwise overlook com- 
pletely. 

Chapters dealing with the points of view 
on suicide of different schools of psycho- 
analytic thought make The Cry for Help 
a book to be recommended for anyone who 
comes in contact with people crying for 
help: the clergy, teachers, physicians, social 
workers, nurses and psychologists.—FELIx 
A. Ucko, M.D. 
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PSYCHOANALYSIS AND SOCIAL 
RESEARCH 


By Herbert Hendin, M.D., Willard Gaylin, 
M.D. and Arthur Carr, Ph.D. 


Garden City, N. Y., Doubleday, 1965, 106 pp., $2194 


If psychoanalysis gives good insight into 
the working of the morbid mind, why 
can it not be used for a depth study 
of the non-sick person? In theory, we 
should learn more about people through 
the analytic interview than through ques 
tionnaires or superficial question-and- 
answer dialogues. To test this, the author 
interviewed twelve randomly-selected 
nurses from a large hospital, and subjected 
each to five depth interviews. Nurses were 
selected, not to get any profound under 
standing of what made them choose nur 
ing, but simply because they were available 
and accustomed to collaborating with doe 
tors. This slim book consists essentially of 
protocols of the sixty interviews. The 
technique was the traditional analytic ont 
the dream interpretations followed convem 
tional Freudian lines, and the conclusion’ 
were derived from standard psychoanalytic 
theory. The findings, as interpreted by the 
authors, confirmed these theories. This 
novel method offers interesting possibilities 
both in the understanding of why “nom 
patients” (the authors’ term) do what they 
do, and in validating analytic concep 
After all, much analytic theory is deri 
from the study of neurotics, not normals 
and no one has yet proved that nor 
people have the same dynamic mechanisms 
This method of studying non-patients m4) 
provide such a key. The system opens the 
door to some exciting possibilities in study’ 
ing all sorts of social problems; and i 
understanding modern social crises, hae 
need all the help we can get.—! 
Bornm, M.D., ELIZABETH, N.J. 


MENTAL HEALTH OF THE 
INDUSTRIAL WORKER 


By Arthur Kornhauser, Ph.D. 
Kew York, Wiley, 1965, 354 pp, $7.95. 


‘This most interesting and important book 

ts on the results of a study made of the 
mental health of 407 auto workers and 248 
mn in comparison groups. The method 
favolved the use of a single interview, 
within one industry and in one city. Dr. 
Kornhauser concludes that there is a sig- 
nificant relationship between the nature of 
the work and the level of the subjects’ 
mental health, at least within the limits of 


‘this study. 


Proved external conditions alone. 


The book is well-written and consistently 
interesting. The author's point of view is 
à progressive one and embraces much that 
is known about the possibility of growth 
and change at all levels of education and 
evelopment. Consider the increasing 
mechanization of our life, the need for 
more and more “routine” workers and the 
@plicitly deleterious effect this “routine” 
and unsatisfying work has on the over-all 
Personal and social adjustment of the 
worker. In view of this, industry and the 
tons (at least) should cooperate to make 
Possible the inner changes in men which 
Promote better mental health, and not re- 
Main caught at the level of providing im- 
The 

‘ory worker's feeling of worthlessness, 
Plus the fear that his job has no meaning, 
Ate a serious threat, not only to him per- 
*nally but to the society in which he lives. 

author's prescription is for a drastic 
H modified system of values and a new 
marty of life. When we read the 

‘or's summary description of the fac 
WY Workers, we can only agree heartily 


With his demand: 


Most are moderately happy, a few are enthusi- 


asti 
| “and almost none are fully, intensively alive. 
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What is missing is the purposeful spirit of trying 

to live up to their true potentialities and to guide 

their acts in terms of future-oriented self-concep- 
*—RIcHARD BENJAMIN, M.A. 


DEATH AND IDENTITY 
By Robert Fulton, Ph.D. 
New York, Wiley, 1965, 416 pp, $6.95. 
Psychiatry and psychology have displayed 
little interest, until recently, in the subject 
of the fear of death. Yet psychiatry has us- 
ually explored areas man is inclined to set 
aside and shun. Very little appears in the 
literature on the subject of death fears 
or specific anxiety concerning death (than- 
ataphobia). Psychiatrists and psychologists 
share in the taboo that colors our Western 
culture. The concept of castration anxiety 
has long been used as a defense, though 
there is very good evidence that death fears 
occur in children long before evidence 
of castration anxiety can be postulated. 
Until recently, only the poet and the 
novelist dealt with this subject in realistic 
terms. Since 1959, influenced by Herman 
Feifel’s book, “The Meaning of Death,” 
there has been an awakening of interest. 
Death and Identity, edited by Robert Ful- 
ton, is in a sense a continuation of Feifel’s 
book, dealing with much the same areas 
but containing more recent research data. 
As might be expected in an anthology of 
28 separate articles by 400 contributors, 
results are uneven. Some sections are 
prilliant and thought-provoking, others 
more pedestrian. The average is high. 
OF particular interest are the papers by 
Lifton on the psychologic effect of the 
atomic bomb in Hiroshima, and a splendid 
article by the historian and sociologist 
Borkenau (originally published in 1955) 
dealing with “The Concept of Death”. 
“Death and Social Values” by Fulton and 
Gies follows and is more superficial. “The 
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Fear of Death” by Wahl is essentially a 
restatement of his original article from the 
Menninger Bulletin, but is pointed and 
deserves restatement. It is perhaps the 
best and most coherent psychiatric essay 
as yet available on this subject. The 
sections dealing with research and investi- 
gation are, to this reviewer, weaker. Studies 
based upon openly expressed attitudes or 
questionnaires are not likely to reveal more 
than the most superficial data. In no other 
area, perhaps, do we find such discrepancy 
between openly expressed attitudes and 
deep-seated reactions. The defense mecha- 
nisms of repression and denial operate in 
full force when dealing with this subject. 
Superficial techniques of inquiry make 
contact only with our defenses, not with 
our inner beliefs 

Despite these criticisms, this is a good 
book and will well repay the careful reader. 
Death and our attitudes toward it are, in 
reality, man’s number one preoccupation. 
We devote more time to thinking about, 
talking about and avoiding this subject 
than any other. It is time we faced up to 
it realistically in our Western culture. The 
amorphousness of our present-day attitudes 
makes it necessary to clarify these attitudes 
along healthy pathways. This is a vast, im- 
portant and significant subject. Man needs 
to brush aside the taboos and open up this 
subject for full investigation. Books of this 
type, sorely needed, take us one step further 
toward enlightenment and wisdom. — 
Lewis H. Lorsrr, M.D., WEST ORANGE, N.J. 


OPPORTUNITIES IN NURSING 
By M. O. Weiss, R.N. 


New York, Universal Publishers, 1964, 128 pp. 
$145. 

This valuable information about nursing 
as a career will be helpful to prospective 
students of professional and practical 
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nursing, vocational counselors, advisors to 
Future Nurses’ Clubs and personnel respon 
sible for recruitment of nursing students 
Specific chapters may be of assistance to 
graduates seeking information about career 
opportunities in national and international 
agencies. 

Starting with a historical introduction to 
nursing, the author traces it from its emer 
gence as a profession to events which caused 
it to be considered a first step in the emam 
cipation of women. She presents a realistit 
picture of what nursing is and what it i 
not. 

Differences in the length and types ol 
nursing education programs being con 
ducted in Practical Nursing Schools, Dip 
loma Schools, Junior Colleges and Univer 
sity settings are explained. Information is 
provided about requirements for accep 
tance into each type of program. Subjects 
making up the curriculum and clinical 
learning experiences are discussed. The 
reader is acquainted with the skills which 
students in each of the programs may ac 
quire and the career opportunities for 
which they may qualify upon graduation. 
There is information about the cost 
tuition and the sources from which finat 
cial and scholarship assistance may be ob 
tained. 

The qualifications, salary and benefits 0! 
employment in private and governmell 
agencies, including the Armed Forces, are 
outlined. An interesting chapter is de 
voted to the membership, objectives 
functions and services provided by nation 
and international nursing organization 
There is a bibliography of books abou! 
nursing. 

Members of Future Nurses’ Clubs aM 
other persons interested in nursing a : 
career would be well advised to read thi 
modestly-priced book. Teachers of nu 
ing, hospitals, health agencies and other ” 


witutions that educate and employ nurses 
will want to have the book as a reference. 
— MARGUERITE L. MANrreDA, R.N.M.A. 


STRUCTURE AND DIRECTION OF 
THINKING 


By D. E. Berlyne, Ph.D. 
New York, Wiley, 1965, 377 pp, $8.95. 


This book sets out to formulate a language 
of concepts with which to make possible 
the clear description of and differentiation 
| between thought processes and other forms 
ofbehavior. Hypotheses stated in this con- 
eptual language are considered, and where 
F possible, relevant experimental evidence is 
cited. 

The author brings into relation with his 
thesis the important work of Piaget, that of 
Anglo-American psychology, where rele- 
Yant, and Russian work on thinking and 
Cognate matters. He also refers to the new 
atea of computer simulation. 

He attempts to refocus research concern 
on the more routine “reproductive” think- 
mg, as a necessary beginning. He believes 
that without this background, no adequate 
understanding of the “productive” thinking 
volved in creative work—technology, 
Mathematics, art, etc—is possible. 

He concentrates on directed thinking—a 
an of symbolic responses—whose func- 
E> to convey us to solutions of prob- 


The book is a useful review of much re- 
SIR especially helpful since it makes 
Ea e€ to readers who have no skill in 

fag languages other than English 
table experimental and theoretical in- 

tmation.— RICHARD BENJAMIN, M.A. 


Book Reviews 


SIGMUND FREUD AND 
PSYCHOANALYSIS 


By Paul Freeman 


Englewood Cliffs, N.J., Prentice-Hall, (Pp. unnum- 
bered with cartoons on each page), 1965, $1.50. 


The cartoonist here pokes good-natured 
fun at psychoanalysis in general and Sig- 
mund Freud in particular, illustrating the 
usual misconceptions about the sex-center- 
ing of psychoanalysis. The work is done 
with wit enough to bring a light smile to 
most readers. As is usual with books of 
this sort, it tells more about the author than 
about the subject. Incidentally, Mr. Free- 
man’s wife is a psychoanalyst and the book 
is dedicated to “My wife, the Doctor.”— 
FeLIx A. Ucko, M.D. 


CITY PSYCHIATRIC 
By Frank Leonard 


New York, Ballantine Books, 1965, 219 pp» 75¢ 
(paperback). 


“Brutal . . . Angry . . . Appalling” says the 
back cover of this paperback. The text 
describes four days in the psychiatric serv- 
ice of a large city hospital, relating inci- 
dents of sadistic attendants, overworked 
nurses, indifferent doctors and neglected 
patients in the traditional “shocking 
revelation” manner. One wonders whether 
this type of exposé really has any ameliora- 
tive effect or whether all it does is simply 
to add to the guilt feelings and anxieties 
of families whose relatives are in psychiat- 
ric wards. In a preliminary note, we are 
told that “all incidents and characters de- 
scribed in the book have been invented by 
the author.” —FrLIx A. Ucko, M.D. 
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MEMORIAL SERVICE FOR HOCH 


A Memorial Service for the late Dr. Paul 
H. Hoch, New York State's Commissioner 
of Mental Hygiene from 1955 to 1964, was 
held at the New York Academy of Medi- 
cine on January 21, 1965. Five hundred 
friends and associates of the late Commis- 
sioner paid tribute to his accomplishments. 

Dr. D. Ewen Cameron chaired the meet- 
ing and introduced the speakers: Dr. Wil- 
liam L. Sands, who spoke of Dr. Hoch as a 
teacher; Dr. Sandor Rado, who discussed 
his achievements as a clinician; Dr. Hein- 
rich B. Waelsch, who talked of him as a 
researcher; Dr. Harvey Tompkins, who de- 
scribed his accomplishments as a creative 
organizer; and New York's Governor Nel- 
son A. Rockefeller, who paid tribute to 
Dr, Hoch’s role as Commissioner. 

Emphasizing the innovations in the care 
and treatment of the mentally ill initiated 
by Dr. Hoch, Governor Rockefeller said he 
would propose that the New York State 
Psychiatric Institute at the Columbia Pres- 
byterian Medical Center be renamed the 
Paul H. Hoch Memorial Institute. Dr. 
Hoch worked at the Institute, beginning 
in 1942, as clinician, researcher, teacher and 
administrator. 


PUBLIC MENTAL HOSPITAL 
POPULATION DROPS 


According to a recent announcement by 
the U. S. Department of Health, Education 
and Welfare, the number of patients resi- 
dent on any one day in State and county 
mental hospitals decreased in 1964 for the 
ninth straight year, dropping to below 
500,000 for the first time in fifteen years. 
According to the Department, there were 
more than 300,000 admissions to these hos- 
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pitals in 1964—the largest number in he 
tory. The decrease of resident patients k 
the face of rising admissions, resulted fros 
much shorter hospital stays. | 


APPOINTMENTS AND ELECTIONS 


Dr. Percival Bailey, formerly director of Re 
search, Illinois State Psychiatric Institue 
Chicago, Ill., has been appointed direc 
of the Division of Research Services of the 
Illinois Department of Mental Health, 


Harvey Bluestone, M.D., who has serve 
as Director of Psychiatry of the New Yor 
City Department of Correction since 19% 
has resigned his post to become Director d 
Psychiatry for the mental health standard 
and services program of the New York Git 
Community Mental Health Board. 


Mrs. Dorothy Whyte Cotton, for 14 yea 
the editorial director of Metropolitan Lil 
Insurance Co., was recently named the ne 
editor of Parent's Magazine. Mrs. Cot 
is the author of two books, “Teach Yo 
Child Right From Wrong” and “The Cas 
For The Working Mother,” the latter pt! 
lished this March. She is also a forme 
winner of New York City’s Distinguishe 
Mental Health Award. 


Robert J. B. Osnos, M.D. has been 4 
pointed to the staff of the New York Gi 
Community Mental Health Board 
Director of Psychiatry (Courts.) Dr. Ost 
was formerly Director of the Greenwi 
House Counseling Center. 


WARDS, GIFTS, GRANTS 


Robert H. Felix, second vice president 
H the National Association for Mental 
th and former director of the National 
tute of Mental Health, has been 
ded the Public Health Service Dis- 
miished Service Medal for his outstand- 
achievements during a long career as 
er, philosopher and administrator of 
nation’s attack on mental illness. 
Dr. Felix, now Dean of the School of 
ine, St. Louis University, St. Louis, 
lissouri, spent 30 years in Government 
ce until his retirement last year. He 
as director of the NIMH since its estab- 
Siment in 1949. He has received the 1961 
tkefeller Public Service Award for dis- 
service in the field of science, 
Edward A. Strecker Memorial Medal 
outstanding service in the field of 
tric aftercare” and the Salmon 
fedal of the New York Academy of Medi- 
¢ in 1963. He shared the 1964 Bronf- 
Prize with two other physicians. 


LJA 2 


f. Hans Syz, President and Research As- 
fate of the Lifwynn Foundation, West- 
Connecticut, has been awarded an 
orary fellowship by the Smithsonian 

tion. The award cited Dr. Syz’ con- 
ion in two fields of scholarship: group 
and the history of 18th century 
pean porcelain. His collection of 
; an and Oriental porcelains is being 
Fsented to the Smithsonian for display in 
i Ceramics Gallery, to be opened to the 
ublic in the fall of 1965. 


+ +*+ 


™ Raymond Feldman, Acting Deputy 
ador of the NIMH, has been awarded 
= “Uperior Service Award of the U. S. 
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Department of Health, Education and 
Welfare for his outstanding performance 
as an administrator during the past eight 
years. Initially Chief of the NIMH Train- 
ing Branch, Dr, Feldman was named Asso- 
ciate Director for Extramural Programs in 
1963. 


Dr. Leo Kanner, Professor Emeritus of 
Child Psychiatry at Johns Hopkins Univer- 
sity, has been selected as the winner of 
the fourth annual Stanley R. Dean Re 
search Award, given by the Fund for the 
Behavioral Sciences. The $2000 award is 
given for basic research in the behavioral 
sciences that contributes to the under- 
standing of schizophrenia. 


The Department of Institutions of the 
State of Washington has received a Federal 
maternal and child care grant for research 
on the cause and prevention of mental ill- 
ness resulting from childbirth. The grant, 
expected to total more than $80,000 over 
a two-year period, was made by the De- 
partment of Health, Education and Wel- 
fare to the state’s Mental Health Research 
Institute. 


SCHOLARSHIPS AND TRAINEESHIPS 


Post-resident fellowships in Delinquency 
and Criminology have been announced by 
The Menninger Foundation. The pro- 
gram is open to those who have completed 
3 years of psychiatric residency, although in 
special instances, applicants with 2 years’ 
training may be accepted. Appointments 
are made for a two-year period in July 1 
of each year; the stipend is $11,000 for the 
first year and $12,000 for the second. 
Further information may be obtained from 
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Dr. Joseph Satten, The Menninger Founda- 
tion, Box 829, Topeka, Kansas 66601. 


Fellowships are available for a new train- 
ing program in the area of emotionally dis- 
turbed children offered by the Merrill- 
Palmer Institute. Training is focused at 
the post-masters, doctoral and post-doctoral 
levels for preschool teachers, primary 
school teachers of special classes, Univer- 
sity faculty who train teachers and psycho- 
logical consultants. For further informa- 
tion, write Dr. Aaron L. Rutledge, Head, 
Counseling and Psychotherapy Program, 
Merrill-Palmer Institute, 71 East Ferry 
Ave., Detroit 2, Michigan. Fellowships are 
also available for post-doctoral internships 
in psychotherapy. 


New York University School of Education 
is offering a new, specialized graduate pro- 
gram in Teacher Education for teachers of 
emotionally disturbed children. The one- 
year curriculum leads to a Master of Arts 
degree or a Sixth-year Certificate of Pro- 
ficiency for students who already hold a 
Master's degree in education. A limited 
number of training grants, covering tuition 
plus a stipend of $2,400, are available. 
For information, write Associate Professor 
Evelyn D. Adlerblum, Third Floor, South 
Building, N.Y.U. School of Education, 


Washington Square, New York, N. Y. 
10003. 


NEW JOURNAL 


The International Journal of Psychiatry, 
a quarterly in English, with Russian, 
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French, German, Spanish and Polish sus 
maries, has as its editor Jason Aroma 
Harvard Medical School. Addres is & 
Fruit Street, Box 462, Boston, Massache 
setts 02114. 


CONFERENCES AND MEETINGS 


The American Institute of Family Relè 
tions will hold its 18th annual summet 
workshop in “The Techniques of Marriage 
and Family Counseling” August 2-14 at the 
Institute, 5287 Sunset Boulevard, La 
Angeles, California 90027. 


NEW FILM RELEASED 


A new film depicting the establishment of 
a psychiatric service in a general hospital 
has been released by the American Hot 
pital Association, Entitled “Psychiatric 
Services in General Hospitals,” the & 
minute, 16 mm. color documentary is it 
tended primarily for hospital personnel, 
but will be available to other community 
agencies on loan. Requests for loan of 
purchase should be made to the American 
Hospital Association, 840 North Lake 
Shore Drive, Chicago, Ill. 60611. 


READING PROGRAM FOR 
CHILDREN 


Science Research Associates has published 
a basic reading program for use with 
turally disadvantaged and functionally 
illiterate children participating in 0m 
munity-sponsored, volunteer training 
classes and other projects “related to the 
War on Poverty.” The program was © — 
veloped by Dr. Myron Woolman, directof 
of the Institute of Educational Research iM 
Washington, D. C. 
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ILLIAM MALAMUD, M.D., NEW YORK, N. Y. 


Recent trends in 


psychiatric research 


l consider it particularly appropriate to 
Undertake a discussion of research at a 
meeting sponsored by the Alpha Omega 
i. pociety, since your name stands for 
motto “To be worthy to serve the suf- 
‘ering’"—a motto equally applicable to all 
of your members or, for that matter, to all 
plysicians, regardless of specialty, and re- 
oo of whether they practice their pro- 
n at the patient's bedside or in re- 
“arch. I realize that to postulate such a 
fatently practical motivation for research 
provoke argument, since there has 

3 ae a strong conviction on the part 
3 See workers, especially those of 
Bai, ; pure or “basic” varieties, 
oa R is primarily motivated by the 
En ay ore the unknown and not by 
ee ey applying its findings 
ysels, nN work with sick people. For 
Brite’ = geen wherhen even in these 
Boris ag ie sciences the motivating 
stract as some would have us 


believe. I agree with the statement of the 
physiologist von Bruecke that “teleology is 
a lady without whom no biologist can live; 
yet he is ashamed to show himself with her 
in public.” But in the field of the life 
sciences there is no question that the mo- 
tivating force is neither a primarily tele- 
ologic search for a pre-conceived aim, nor 
an abstract curiosity to solve vexing puzzles, 
but rather an inner urge to help the suffer- 
ing—something akin to the principle of 
Schweitzer’s “Reverence for Life.” 

My full-time activity is now that of 
director of research of two programs admin- 
istered by the NAMH. The older program 


Dr. Malamud is professional and research director 
at the National Association for Mental Health, 
New York City, and director of research of the 
Scottish Rite Program on Research in Schizo- 
phrenia. This paper is based on the Annual Con- 
vocation Lecture of Beta of Michigan Chapter of 
Alpha Omega Alpha, given at Wayne State Uni- 
versity, College of Medicine, Detroit, Michigan, on 
April 28, 1965. 
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is that of the Scottish Rite Committee on 
Research in Schizophrenia.t This was 
established some three decades ago to sup- 
port basic research relevant to the disease 
schizophrenia, to provide a better under- 
standing of its causes and nature, and 
thereby to lead other workers in applied 
research towards the establishment of more 
adequate methods of treatment, rehabilita- 
tion and prevention. 

The second program, of more recent 
origin, is that of the Research Foundation 
of the NAMH. This supports investigative 
work in the basic and applied sciences 
relevant to human behavior, both normal 
and pathologic.? 

During the time that I have had the 
privilege of working in this capacity, I 
have had to keep in mind the overall im- 
plications of all the projects in our pro- 
grams, at the expense of intensive concen- 
tration on any one of them. This, of 
necessity, resulted in a loss of depth and 
sharpness of focus, but I hope it was amply 
compensated for by a gain in perspective. 
It may be sheer rationalization, but I find 
that I have come to appreciate more clearly 
than research workers who are concentrat- 
ing on one particular aspect of this field 
the general implications of the interrela- 
tionships among all aspects. I have been 
able to get a better view of the forest, in 
that I haye not become too deeply im- 
mersed in the study of any one of its 
particular trees. 

At the same time, as I have followed 
developments since my own entry into 
psychiatry some 45 years ago, I have been 
able to discern (I hope not just imagine) 

_ certain trends in the dynamics of this 
process which seem to me characteristic of 
the development of psychiatric research 
as a whole and which may even provide us 
with indications of where we are going. 
Furthermore, I have been able to under- 
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stand more adequately the relatio: 
that exist between new knowledge 
through basic research and the manner 
which such knowledge can be applied 
the solution of practical problems. 
What I would like to do is to und 
a brief survey of the general areas that af 
being pursued with particular vigor ii 
present-day research in psychiatry, starting 
out with the social and professional pre 
cesses that have led up to the develo 
of these areas, and then present the de 
velopments in each of them, using as & 
amples the particular projects that ai 
being supported in our own two programs 
The number of these projects is small it 
comparison with the immense num! 
supported by other agencies, particu 
the National Institute of Mental Health 
(NIMH). Nevertheless, those we support 
represent fairly comprehensively the whole 
range and variety of the sciences relevant 
to our field. This is a particularly oppo 
tune moment for me to assess 
trends, as I have just attended the annual 
meetings of the Research Committees 
both programs, at which I had to present it 
summary fashion the present status of each 
one of the projects, the relation of 
project to the background of its own de 
velopment and the relationship of the 
projects to one another, as well as theif 
relevance to the overall objective of trying 
to gain knowledge of human behavior 
of developing methods of treatment 
control of mental illness. J 
What are the dynamic factors operatitt 
in the development of present-day 
I use “dynamic” here in the sense of hav 
ing led to research as a reaction os 
emergence of needs and potentialité 
rather than in the sense of teleologic ©* 
siderations of goals to be attained. — 
chiatric research, as we see it today, 1 


5 f 
comparatively recent origin. The roots 2 


wer, and the developments which 
litioned present-day trends and 
s, go back many years—actually to 
took place just about 1844, the 
founding of the Association of 
erintendents of American In- 
for the Insane, which was the 
mer of the American Psychiatric As- 
One of the most important 
m starting this process was the 
‘inaugurated by Dorothea Lynde 
e one and a quarter centuries ago.* 
at that time were deplorable. 
itals for the treatment of the 
were practically non-existent 
‘they were few and far between 
uipped to admit very few pa- 
mentally ill persons were 
"you could call it that, in the com- 
tually relegated to jails and 
or locked up in cages in the 
their own families. The serv- 
led to them was primarily con- 
protecting society by confining 
es where they could do the 
most of them received no treat- 
not even sufficient nourishment 
en in the few institutions then 
the medieval types of treat- 
‘were available and practiced 
Testraint and even punishment 
medical treatment. 
ous at that time that what 
done (at least according to the 
f Miss Dix and her associates) 
d facilities where the mentally 
least be protected from inclem- 
under moderately comfort- 
s and given the opportunity 
` was accepted as specialized 
treatment at that time. 
of immediate objectives, there- 
regard the vigorous and hu- 
ampaign started by Dorothea 
primarily on getting these 
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patients out of the community and into 
specially built and equipped hospitals for 
care and treatment. This eventually re 
sulted in the rapid construction of hospital 
after hospital, each progressively increasing 
in size. Since there were so many patients 
in the community, these hospitals soon be- 
came filled to capacity to the point of 
overcrowding and overflowing. 

Implicit in Miss Dix's objectives, how- 
ever, we can discern a challenge to physi- 
cians with regard to professional service 
to the mentally ill, a challenge that could 
be expressed in this way: Society as a 
whole recognizes its inability to cope with 
the ever-increasing burden presented by the 
mentally ill; the reaction to the situation 
is one of fear and helplessness; the defense 
is one of denial and rejection. The com- 
munity must be protected against this 
threat and it has no adequate means of 
either housing or treating these patients. 
Now they are being placed in hospitals 
built by society and entrusted to your 
custody to give them whatever care and 
treatment you know of; but, while doing 
this, it is expected that the profession will 
try to develop methods of treatment, pre- 
vention and control that can eventually be 
used to make it possible for these patients 
to live in security within the community. 
At such a time, society should be called 
upon to take them back into the com- 
munity and provide them with the treat- 
ment given to other sick people. This 
formulation of the challenge gains partic- 
ular significance in view of the present 
trend towards emphasizing the develop- 
ment of programs for such treatment right 
in the community. 

Thus, in the middle of the last century, 
hospitals for the mentally ill were con- 
structed. A good many of the patients 
that were so inadequately dealt with in the 
community found asylum in these hospitals. 
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However, has the medical profession re- 
sponded since then to the 
challenge to develop methods to enable the 
community to take these patients back and 
treat them within its fold? This question 
was posited most forcefully in the mem- 
orable address delivered by Dr. S. Wier 
Mitchell at the 50th anniversary of our 
Association in 1894.* 

Dr. Mitchell's address came shortly after 
the original name of the association was 
changed from “Superintendents of Institu- 
tions for the Insane” to “Medical-Psy- 
chological Association.” This change in 
name symbolized a recognition of the lack 
of response to the first challenge and a dis- 
satisfaction with the status quo. Instead of 
continuing to regard this branch of medi- 
cine as primarily interested in building 
more and bigger asylums for the custodial 
care of mental patients (and thus safe- 
guarding society from them), psychiatrists 
began to realize, as Hurd® expressed it 
when speaking of this change, that “. . . in 
the past the Association has been very 
largely composed of asylum superintend- 
ents, of men who were [in the Association] 
simply because they were superintendents 
of asylums. This was extremely important 
during the construction era of American 
asylums . . . the time has come when its 
members are not only all superintendents 
and managers of asylums, but are primarily 
and foremost in psychological work .. . 
competent to investigate the problems 
which come up in connection with the 
treatment of these diseases.” This was in 
1892. Two years after that (at its 50th 
anniversary) the Association invited Dr. 
Mitchell (a neurologist) to provide it with 
a critique of the past and recommendations 
for the future. 

Mitchell was reluctant to accept the 
invitation. He felt that if he did speak, 
critique rather than compliment must pre- 
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dominate in his remarks. At the Amex 
tion’s persistence, however, he came and= 
carried out his promise. He delivered a 
blistering critique of then-existing com 
tions, accusing psychiatrists of having falle 
behind their mission, and in being stisi 
with serving as custodians while they a 
themselves off from the general medial 
profession and the community. He wa 
particularly bitter, however, about the 
failure to institute scientific research fa 
more knowledge in the field. “Where” b 
asked, “are your careful scientific report? 
. « « you live alone, uncriticized, unquer 
tioned, out of the healthy conflicts asi 
honest rivalaries which keep us [neurol 
gists} up to the mark of the fullest possible 
competence. . .” 

This may be regarded as the secost 
challenge. Shortly thereafter, a third chi 
lenge came from Clifford W. Beers“ wb 
reminded us of two facts: the psychi 
profession had failed to develop adequatt 
methods of treatment on the basis 
scientific research and it had even abit 
doned the concern with adequate and bë 
mane care that had characterized the p 
gram originally proposed by Dorothea Dis 

Dr. Mitchell's criticisms and Mr. Be 
campaign were powerful factors in sine 
lating the need for new methods of a 
proach. Among other events which w 


to su uent developments, ti 
bseq P ee 


with regard to research, one was 
satisfaction felt by the psychiatric b- 
sion itself. Added to this (and 

the conditions for the emergence 
change) was the rapid development, abot 
that time, of many of the disciplines z 
side psychiatry, particularly in the bio! 
sciences and in psychodynamics. New 
knowledge in these areas and new metho 
of gaining further knowledge grad 
led to appreciation of the fact that 
could also be applied to the study of hum 


of 


For that purpose, however, it 
to open the mental hospitals 
of other bear and si 


| Mitchell oration and the other 
referred to soon made it obvious 
first thing to do would be to let 

the barriers between the mental 
al and the community and between 
wy and the general medical pro- 

| With the opening up of a two-way 
thange came the introduction of new 
s of approach—biologic and socio- 
c—to the study and treatment of 

: At the same time, the in- 
tion of psychiatric thought, particu- 
of psychodynamics, into the commu- 
i general medicine tended to break 
the century-old distinction between 
ind physical illness, thus giving 
development of new methods of 
both in psychiatry and in gen- 


í Brelopments gradually led to the 
ence of new trends in psychiatric re- 
perhaps the most important of 
d those that are being especially 
pursued at the present time) are 
owing general areas: 

area of genetics and early de- 
in childhood, which has emerged 
ess of our emancipation from 
old controversy between nature and 
Older studies on the importance 
in this branch of medicine began 
oneous assumption that mental 
5 an expression of destiny as trans- 
ough heredity. This hypothesis 
ies of studies at first concentrated 
ic investigations. The study 
y through investigations of the 
of mentally ill persons within a 
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given family is highly unreliable for a 
number of reasons. Nevertheless, it has 
led, through the years, to a recognition of 
the fact that hereditary influences are of 
some importance, but that new methods of 
investigating them must be developed. The 
subsequent introduction of twin studies, as 
well as the studies of the offspring of 
mentally ill parents, has resulted in more 
adequate and reliable findings, such as 
those reported by Kallmann and his as 
sociates.’ It has led to the acceptance of 
the idea that a certain degree of vulner- 
ability or predisposition is important in 
providing suitable soil for the development 
of certain types of mental illness. However, 
with this as a point of departure, two 
other questions have emerged, the answers 
to which could provide information usable 
in the development of practical preven- 
tion. 

The first question may be stated as fol- 
lows: granted that such vulnerability is 
inherited, is it still true that with some 
twins (even identical twins) the result is 
not always a concordance? That is, does 
the development of an illness in one 
identical twin always mean that the other 
one must also have it? A certain number 
of these results (small though the number 
may be) are discordant: only one of the 
two develops the disease. This and other 
considerations have led to the logical con- 
clusion that, in addition to the hereditary 
factors, there must be other influences 
responsible for the difference between the 
twins. Furthermore, these factors ap- 
parently exert their influence during the 
early life of the individual. 

On the basis of this information, many 
studies have been initiated to search for 
these factors, whether they be social or 
psychologic traumata or physical illnesses. 
Furthermore, it has become obvious that, 
to get at the root of this particular aspect 
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of the problem, we must give up the old 
idea of searching for these events through 
retrospective accounts by patients who have 
already developed the illness, or through 
accounts given by their families after the 
illness has developed. We now know that 
we must study the development of children 
from birth on and even during the pre- 
natal period. Studies of this type were 
started some years ago: for instance, the 
work done by Washburn and Benjamin 
and others. Such projects have increased in 
number and scope and are now being 
carried on throughout the country, some 
of them in our own programs. We are 
gradually approaching the point where we 
may be able to develop a system of identify- 
ing the nature of such factors and their im- 
pact upon the individual. This could pro- 
vide ways of devising techniques for the 
control or avoidance of such factors. 

This knowledge will eventually be of 
great benefit in the field of general educa- 
tion. It will also be of particular value 
when applied in the upbringing of those 
children who have a high constitutional 
predisposition towards the development of 
mental illness and in this way will serve 
as a basis for organizing prevention pro- 
grams.® 

The other question that has emerged in 
the course of early studies of heredity is 
concerned with the need of determining 
the nature (biologic as well as psychologic) 
of the genetic factor which serves as the 
predisposing agent. Is it an inborn met- 
abolic error (as in PKU) or some endocrine 
disturbance (as in cretinism)? Is it some 
enzyme deficiency or a disturbance in the 
bodily defense mechanisms? ® 

The science of genetics has made phe- 
nomenal progress within recent years, par- 
ticularly in the cytologic and biochemical 
areas and in the development of new meth- 
ods which provide us with a better under- 
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standing of the manner in which 
factors operate. This aspect of the i 
fluence of heredity in mental illness ( 
biologic nature of these factors) has sho’ 
a tremendous advance, and here 
we are beginning to see the possibility 
the development of more reliable method 
of recognizing these factors and, hopefully 
of learning to control them. 

The answers to both of these questiow 
must be regarded as precursors in the de 
velopment of a systematic and reliable pre 
gram of prevention of mental illness. 

(2) The second area which has develope 
rapidly and is being pursued vigorously # 
that of physiologic correlates of mental œ 
psychologic disorders. This area has gaint! 
impetus in proportion to our emancipation 
from the dualistic concept of the cleavage 
between body and mind. In the coursed 
philosophic speculations and the construe 
tion of systems from days immemorial (but 
particularly through the philosophial 
theories introduced by Descartes) dualiss 
has dominated human thought, and ie 
served as a deterring influence on m 
research in general and psychiatric 
in particular. More recently, howevet, the 
traditional tendency (to regard these tw 
apparently different phenomena as mant, 
festations of two separate entities—“thougtt 
and extension” or mind and body) bs 
been replaced by the concept of man as? 
unit whose behavior expresses itself ! | 
in psychologic and physical manifestations 
two aspects of the same life process. 
has led to a study of biologic functions 
as either primary causes or effects of 
psychologic ones, but as their correlat 
The progress achieved through this ; 
proach has been particularly enhanced 
the introduction of new and more 
methods in the biologic sciences, which á 
opened up a number of highly promisit 
areas of research in behavior in 8°™ 
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and in the field of mental illness in par- 
ticular.'° 
Disturbances in the biochemical proc- 
cesses may be visualized as correlates of 
emotional stress or anxiety. An example 
would be the reports of finding in the 
blood of patients suffering from schizo- 
phrenia abnormally high concentrations of 
certain plasma factors which, when injected 
into animals (or for that matter human 
beings), may produce simultaneous dis- 
turbances of both chemical and psycholo- 
gic types)! Our learning about drugs 
(such as the hallucinogens) which produce 
a variety of emotional and sensory dis- 
turbances at the same time as they lead to 
physiologic or biochemical changes is an- 
other manifestation of the progress achieved 
in this phase of research. 

(3) The third important area of rapidly 
Progressing research is concerned with so- 
tial and psychologic factors as they in- 
fluence both behavior and bodily functions. 
The great progress made in sociology and 
Psychology at the turn of the century has 
been slow in getting through the barriers 
into the psychiatric profession, but in the 
course of time these new concepts have had 
à powerful impact. One could point here 
t0 the introduction of an impressive array 
of new points of view, methodologies and 
the application of new knowledge to the 
Solution of practical problems. Of particu- 

importance, insofar as psychiatry is con- 
‘ened, has been the introduction of the 
Psychoanalytic concept of dynamics, both 
M regard to personality development 

ough the flow of time and the role of 
Unconscious motivation with regard to per- 
“onality function, 
s ll of these have been slow in gaining 

hold on the thinking of psychiatrists, 
ut within the last three or four decades 
in keeping with progress made in other 


( 
| “eas of our profession) new concepts and 
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methods of approach have emerged and 
have enhanced the progress of our work, 
both in theory and practice. Perhaps one 
of the most striking developments in this 
area was the emergence of the concept of 
the effect of emotional and social factors, 
not only upon psychologic phenomena, but 
also upon the physical structure and func- 
tions of the organism. This field, which 
has developed under the name of psychoso- 
matic medicine, has now gained general 
acceptance in terms of the effects of psy- 
chologic and social traumata in producing 
histologically demonstrable lesions, such as 
skin disease, gastrointestinal disturbances, 
endocrine deviations and a host of others 
which are either wholly or partly the re- 
sult of continuous bombardment by trau- 
matic emotional experience.!* 

The gradually dawning recognition of 
these facts has certainly provided us with 
a new therapeutic approach to a large num- 
ber of the physical illnesses which have 
hitherto been difficult to deal with on a 
purely somatic basis. In addition to this, 
however, it has also been a powerful agent 
in opening up an interchange of ideas and 
practices between psychiatry and the other 
medical disciplines. As the rest of medi- 
cine begins to accept the importance of at 
least a major part of these considerations, 
the general hospital has not only opened 
its doors to psychiatrists who can treat 
these illnesses, but members of the other 
medical disciplines have begun to reach 
out on their own to learn about the im- 
plications of this concept in its application 
to disease in general, and in this way have 
helped to bridge the gap that has for years 
kept the two areas apart. 

The recognition of the importance of 
social and psychologic factors in the de- 
velopment of psychopathologic processes 
has naturally served as a theoretical basis 
for the introduction of a variety of psy- 


481 


chotherapeutic procedures, such as indi- 
vidual and group psychotherapy, milieu 
therapy, rehabilitation and the active 
manipulation of social factors. 

An important step forward has been 
made in effectively attacking the ever-in- 
creasing problem of personality maladjust- 
ment in the aged. The earlier concepts 
of mental disturbances in the aged were 
that these were primarily the result of 
organic pathology in the various parts of 
the body, particularly in the nervous sys- 
tem and blood vessels. Some etiologic 
significance was attributed to hereditary 
predisposition and metabolic disturbance. 
This has gradually given way to acceptance 
of the fact that whereas all of these are of 
importance, equally important are the psy- 
chologic and social conditions which are 
particularly likely to become more stressful 
in old age. The attitude of people in 
general (and particularly the aged them- 
selves) towards the devastating and hope- 
less aspects of aging, the traditionally ac- 
cepted practice of the forced retirement of 
older people purely on the basis of age 
rather than on their capacity to contribute 
effectively to the social setting, the devastat- 
ing effect of the loss of a mate or position 
and status that frequently occurs at this 
time, as well as the effects of operative 
interferences, particularly those within the 
sphere of reproductive functions, have all 
come to be recognized as important in 
enhancing and accelerating the develop- 
ment of emotional disturbances, and the 
withdrawal and deterioration of the older 
person. This recognition has stimulated 
research studies for the purpose of gaining 
a better understanding of these processes 
and in the hope of devising methods of 
prevention, treatment and rehabilitation 
of the aged.18 

Another important contribution made in 
the course of research in this area has been 
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the development of new methods of ob 
serving and evaluating behavior. Th 
great progress that has been made in th 
biologic sciences and the development ol 
progressively improving methods of dete 
mination in biochemistry, physiology ani 
genetics has made it particularly importam 
to develop methods of equal, or neath 
equal reliability which can be applied ® 
behavior processes and clinical observation 
and can, therefore, be used more ade 
quately in combined psychological ani 
biological studies. 

This process was a slow one during the 
early part of the century, but has mort 
recently gained impetus and effectivenes 
The early attempts, in terms of psycho 
metric tests 14 and general rating scales" 
have led to the development, mostly bf 
students of psychology, of much mor 
efficient, reliable and quantitatively eval 
able methods, such as the projective tet 
(Rorschach, TAT and others); the personal- 


ity inventories, aptitude and vocational 
tests; evaluation of cognitive function 
and a whole host of so-called psycho 
diagnostic methods. There is still GE a 
nounced gap between the reliability : 
these tests and that of the biologic on 
but this gap is gradually being reduced: 
Certainly our ability to evaluate the serk 
ousness of mental disease diagnostically: 
and the effectiveness of various therapeutit 
measures in reducing this seriousness have 
shown definite progress. hic 
(4) Finally we come to an area w K 
has recently gained impetus in research 
studies of the effects (both therapeutic an 
psychomimetic) of certain drugs On thet 
havior of the individual and the similarity 
between some of these effects and 
symptoms of emotional illness. On j 
basis (in some cases) of century-old ta : 
tions, there is gradually growing p 
science of psychopharmacology W 
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from a theoretical point of view, has con- 
tributed a great deal to the understanding 
of human behavior both in health and ill- 
ness and of the participation of both physi- 
cal and psychologic factors in the develop- 
ment of mental illness. From a practical 
point of view, and (so far) primarily on the 
basis of empirical and sometimes even ac- 
cidental discoveries, we have witnessed the 
development of a whole system of treat- 
ment of mental illness through the ad- 
ministration of certain drugs. In many 
cases this has gone far beyond what is 
justified by objective observation. Tempo- 
tary relief of symptoms is frequently mis- 
taken for permanent cure. The combined 
tesults of drugs and psychologic factors are 
frequently mistaken for the result of just 
one or the other. We are, however, ap- 
proaching a point where the pendulum is 
coming to a resting place between the two 
extremes, and where adequate and ob- 
jectively proved efficacy of drug treatment 
combined with relevant social and psy- 
chologic therapy really produce, if not 
cures, at least ameliorations or satisfactory 
Temissions.1¢ 

With the aid of these newly developed 
methods of treatment, pharmacologic as 


Well as psychotherapeutic, group as well as 
individual therapy, we have finally reached 


‘point where many of the illnesses which 
in earlier years led to fear and hopeless- 
ness, and which were thought of as not 
‘menable to treatment within the commu- 
nity, have now become subject to adequate 
control and therapeutic effectiveness. 

All of this has resulted in a change of 
the public image of mental illness and the 
Stdual recognition of the fact that mental 

Ness is not essentially different from 
Physical illness, that the former, like the 
He is produced by logically understand- 
x causes and therefore amenable to ra- 

nal medical treatment. Many mental pa- 
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tients no longer have to be isolated in 
strong rooms or behind barred windows or 
locked doors, but can be treated in open 
hospitals or, for that matter, within the 
family circle, their most anxiety-provoking 
symptoms controllable by some of these 
new methods, their depressions by others. 
As a result, they can be treated in the com- 
munity just as safely and even more ef- 
fectively than in an isolated hospital. This 
means that such patients do not have to be 
uprooted from their natural milieu and 
suffer the loneliness of being away from 
their homes, relatives and friends. The 
actual results of treatment can be so much 
more effective when conducted in the com- 
munity and what is even more important, 
patients’ readjustment to life after they 
have been treated can be more easily and 
effectively achieved than if they had been 
treated in an isolated hospital. 

This, then, is the situation today. Psy- 
chiatry (and, indeed, the whole medical 
profession) has been challenged by Dorothea 
Dix, S. Weir Mitchell and Clifford Beers. 
Many patients placed under the care—and 
often the custody—of doctors could now 
return to the community to be treated 
there. To that extent, the medical profes- 
sion, through psychiatric research, has suc- 
cessfully met the challenge. We must real- 
ize, however, that the acquisition of new 
knowledge and the application of it in the 
development of methods of treatment are 
not in themselves sufficient for the estab- 
lishment of community-centered treatment. 
In addition to these, the community must 
provide adequate settings, personnel, fa- 
cilities and appropriate attitudes which will 
make possible the implementation of such 
programs. And while we can feel justifiably 
grateful for the progress that has been 
achieved, we must recognize that the work 
is far from completed. Further research 
will be needed to extend our knowledge 
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and improve the methods available for 
both prevention and treatment. At the 
same time the community, including the 
medical profession, will have to develop 
settings that will permit the practical ap- 
plication of these methods. It is the re- 
sponsibility and privilege of all of us to 
mobilize both of these in the fight against 
mental illness, so that we may be “worthy 
to serve the suffering.” 
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| Some aspects of the models 


A significant part of the problems of com- 
Munity mental health concerns the impact 
of mental health information on the image 
of mental health and mental illness held 
by the lay public. Many mental health 
Professionals fear that there has been a 
failure in communicating with the lay pub- 
More specifically, there is much to 
Siggest that there is a sharp discrepancy 

| tween the models of illness and health 
| eld by the lay public and those held by 
members of the mental health professions. 
tainly, significant differences exist be- 

A lay and professional persons and also 
Mong professional persons about the ideal- 
kos real models used in making judg- 
ts about the behavior of other persons. 
fodels are crucial since they influence 
aay about assignment to treatment 
ae F and judgments about the assign- 
a ee roibit criminality, and so 
a eterminants of deviant behavior. 

| nature of these models will be based 


of illness and health 


on determining factors beyond the gross 
accumulation of factual material available 
to the evaluator. These factors might in- 
clude, for example, professional identifica- 
tion, social class experiences, regional and 
cultural determinants and the like. Both 
lay and professional groups appear more 
likely to have hypotheses regarding the 
characteristics of illness than hypotheses 
about the characteristics of health. In both 
instances, health is frequently described as 
an absence of deviance, an absence of 
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son than to any of the concepts of Group 1 
or Group 3. Finally, the two concepts in 
Group 3 (the mentally deficient person and 
the physically ill person) are closer to each 
other than they are to any other concepts 
in Group 1 or Group 2. 

| The two illness groups, Group 2 and 
Group 3, are closer to each other than they 
are to Group I, i.e., the healthy group, al- 
though Group 3 falls between Group 1 and 
Group 2 and is closer to Group 2 (the men- 
tally ill group) than to Group 1 (the healthy 
group). Illness, whether physical or men- 
tal, is a unique, identifiable dimension, and 
therefore is distinctly different from the 
Various states of health as described by our 
sample. 

Factor analysis of the nine mental health 
constructs continues to support these find- 
ings. Factor “A” is clearly an illness factor, 
with the highest loadings on mental dis- 
turbance variables. Factor “B” is a health 
factor, with some bi-polar negative loadings 
on that concept most clearly seen as at the 
extreme opposite pole from normality: the 
| psychotic person. The final two factors are 
a physically damaged factor (mentally de- 
ficient and physically ill) and a physically 
ill factor with some general illness loadings. 
The most striking finding here is the rela- 
tive independence of mental health from 
the illness factors and the relative mid- 
position of the physically ill and mental de- 
ficient dimensions. The findings are not 
inconsistent with the data previously de- 
scribed. It seems clear that this somewhat 
more than usually sophisticated lay sample 
still perceived illness and health as dichoto- 
mous states and saw mental health and 
mental illness as being unique and separate 
from each other, 

Research by Osgood ® and his associates 
provides procedures whereby the adjective 
pairs can be scored on three principal fac- 
tors derived by his factor analysis proced- 
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ure. Our findings suggest that Osgood's 
principal factors (the evaluative factor, ac- 
tivity factor and potency factor) do not 
maintain independence as suggested. Fish- 
bein * has shown that there is a merging of 
the evaluative and activity factors in most 
descriptions of “person” concepts. He 
found that the potency dimension is highly 
related to what Bales has called “instru- 
mental behavior” and the evaluative di- 
mension can be considered a measure of at- 
titude or value. 

Our subjects have a distinctly positive at- 
titude toward Group 1 (the healthy group). 
A significantly less positive attitude is shown 
toward Group 3 (the physically ill group) 
and a specifically negative attitude toward 
Group 2 (the mentally ill group). Viewing 
the potency dimension as a measure of 
problem-solving ability, subjects see Group 
1 as being able to handle problems in a sig- 
nificantly more effective fashion than Group 
2 or Group 3, and furthermore see them as 
being more stable in their problem-solving 
capacity. From the findings, it can be said 
that the subjects perceived “healthy per- 
sons” more positively, as being better able 
to handle problems constructively and as 
more stable than the two illness groups. 

Although the concepts in the mentally ill 
grouping are negatively evaluated and are 
perceived as being the least stable, the men- 
tally ill are seen as being better able to deal 
with problems than persons in the physi- 
cally ill group. The psychotic person is 
rated as the least stable and the mentally 
deficient person, as the least potent; and the 
psychotic person is given the lowest evalua- 
tive scoring. 

One of the most striking findings through- 
out was that a common set of attributes 
seemed to be assigned to all members of 
the healthy group, whether the concepts be- 
ing rated were “mentally healthy,” “normal” 
or “physically healthy.” A different set of 
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attributes was common to all concepts com- 
prising the two illness groups, that is to 
say, a set of attributes differing from those 
of the healthy groups. Furthermore, in 
many cases the adjectives used to describe 
the healthy person did not appear in the 
illness groupings. The implications of this 
once again point to the presumption that 
the subjects used in the study did not see 
illness and health as falling along a con- 
tinuum, but rather as distinct and inde- 
pendent. 

Using the adjective pairs as if they were 
descriptive characteristics, a quasi-taxo- 
nomic chart was set up which showed as 
clearly as possible the relationships among 
the nine concepts employed in the study. 
This chart was constructed by first listing 
all of the attributes and characteristics 
which were significantly assigned to each of 
the nine concepts. Following Osgood,* an 
attribute was considered significant if it de- 
viated more than half a scale position from 
the neutral point (4.0); thus all the mean 
scores greater than 4.5 or less than 3.5 were 
considered significant. Any score between 
3.5 and 4.5 was considered a response indi- 
cating that neither of the adjectives defin- 
ing the scale was applicable to the de- 
scription of the specific construct under 
consideration. With each concept a set of 
attributes was obtained from the mean 
Score values for the sample. The greatest 
number of attributes, 36, was assigned to 
the mentally healthy person and the least 
number of attributes, 14, to the mentally ill 
person. The mean number of attributes 
assigned to any of the concepts was 22.7, 
and the median number was 21. The 
heavier rating to numbers of attributes as- 


“signed to mentally healthy persons may 


well have been a function of the bi-polar 
adjective pairs selected, i.e., they were much 
more heavily weighted with positive alter- 


‘Natives and therefore they were more likely 


Models of illness and health 


ROSEN AND FISHBEIN 


to be significantly related to healthy per- 
sons, 

All of the concepts described with the 
same adjectives were grouped together until 
separate groups of core adjectives were iso- 
lated. Thus we found 27 core character- 
istics assigned to all healthy persons and 6 
core characteristics assigned to all ill per- 
sons. There is no overlap in these two 
groupings. If any individual is described as 
“unfortunate,” “restricted,” “changeable,” 
“sensitive” and “subjective,” then the sub- 
ject population used in this study would 
probably be describing a sick rather than 
a healthy individual, Furthermore, if in 
addition to these descriptive adjectives the 
subject described the person as “coopera- 
tive,” “following,” “passive” and “color- 
less,” then the description of physical ill- 
ness rather than mental illness was most 
likely. If, additionally, the person was de- 
scribed as “discontented,” “serious,” “fra- 
gile” and “useless,” the person would prob- 
ably be thought of as physically ill rather 
than mentally deficient. The adjective rat- 
ings for the subjects can be used as indica- 
tors of their beliefs about mental health 
and mental illness, and can be further used 
to identify the distinguishing characteristics 
in each of the nine concepts employed. 

Thus it can be seen that mental illness is 
distinguished by some six characteristics 
which differentiate it from physical illness. 
They are: “rigid,” “unorganized,” “destruc- 
tive,” “diffuse,” “impulsive” and “discon- 
tented.” Physical illness was described as 
“cooperative,” “following,” “passive” and 
“colorless.” There is in these data further 
support for the notion of three fairly dis- 
tinct groupings: health, mental illness and 
physical illness. It also further clarifies the 
relationship between mental deficiency 
within the two illness groupings. Mentally 
deficient persons are characterized by the 
attributes used to describe illness in gen- 
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eral. In addition, they are described by 
the characteristics of physical illness and 
five of the six adjectives which distinguish 
it as an independent phenomenon, that is, 
as something quite aside and different from 
both physical and mental disability. The 
four concepts in the mental illness group 
(mentally ill person, emotionally disturbed 
person, neurotic person, and psychotic per- 
son) are distinguished from the mentally 
deficient person in that all are characterized 
as discontented. It becomes more difficult 
to differentiate within the mental illness 
grouping. An interesting finding here, 
however, is that the mentally deficient per- 
son shares characteristics common to both 
the physically and mentally ill person, as 
well as having peculiar and independent 
characteristics, 

It has often been suggested that an indi- 
vidual’s model of mental health is similar 
to his model of social desirability. Much 
of the literature emphasizes the need to re- 
move concepts of desirability, social ap- 
proval, and social approbation from the lay 
public's image of mental illness. However, 
this insistence in the literature may be a re- 
action to what is a commonly perceived as- 
sumption that the mentally healthy person 
is presumed to be equivalent to the socially 
desirable person and the mentally ill per- 
son is presumed to be socially undesirable. 
Implicit in this conceptualization is the no- 
tion of a gradient ‘of mental health and 
mental illness, with a positive value at- 
tached to being healthy and a negative 
value attached to being ill. If this notion 
is correct, we should find a high positive 
correlation between social desirability and 
the mentally healthy person, and a high 
negative correlation between the mentally 
ill person and ratings of social desirability. 
The mean social desirability ratings were 
correlated with the obtained mean scores 
for the original 40 subjects on each of the 
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nine concepts. Here the above notion J 
not supported. While it is true that all of 
the concepts in Group 1 (the healthy group) 
were highly correlated with social desira- 
bility, only the psychotic person in Group 
2 was seen as being negatively correlated 
with social desirability. Although subj 
used in this study do see healthy 
as being socially desirable, they general 
do not see illness, either physical or men- 
tal, purely in terms of social undesirability, 
That is, they do not see such concepts 
mental deficiency, mental illness, emotion 
disturbance, physical illness and the ne 
rotic person as being related to the dimen- 
sions of social desirability. Once again, 
however, illness and health are not seen by 
our subjects as a continuum, 

These findings seem more consistent with y 
common-sense notions of mental health and 
mental illness than with the professional 
theories of mental illness. The broad educa- 
tional program proposing to unite states oh 
illness and health has been fairly successf 
in removing the stigma of undesirability 
from the notion of mental illness. How- 
ever, it has not been effective in altering ~ 
notions about the related, continuous char- 
acter of these psychologic states. by 


DISCUSSION _ 


Our investigation seemed to support com- 
mon-sense notions regarding what one 
might expect of the perception of ment à 
health and mental illness. The finding is R. 
that subjects see clear distinctions between 
health and illness and a further sharp dis- 
tinction between physical and mental ill- 
ness. It seems apparent that mental health — 
“propaganda” has not been sufficient to 
alter lay persons’ perception of illness and 
health. Mental health education whi 
proposes that illness and health represéni 
continuous and related states has not been, 
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at least as exemplified in our sample, effec- 
tive in such structuring of attitudes either 
in our objective, semantic-differential find- 
ings, or in other published findings. Lay 
persons generally see severe mental illness 
` as a phenomenon involving unpredictable 
behavior and behavior that is significant in 
terms of failure in social interaction. 

The distinction between mental health 
and mental illness is seen even when one 

"uses a sample of the population that is 
somewhat familiar with psychologic prin- 
ciples and concepts and reasonably familiar 
with the general orientation towards illness 
and health to be found in introductory and 
abnormal psychology textbooks. The train- 

+ ing that one is likely to get from textbooks 
encourages the notion of a continuum be- 
tween mental health and mental illness. 

* This finding supported the notion that the 
dichotomous perception of illness and 
health represents a persistent and nega- 
stively loaded attitude which is generally 
Tesistant to rational argument. One might 
suppose from this and from the descriptiofis 
of mental health literature by the inter- 
viewed lay sample that most mental health 

7 information programs are either ineffec- 
tive or inappropriate. 

Contrary to the notion that mental health 
is just the absence of illness, subjects tend 
to assign positive attributes to healthy peo- 
ple that are relatively independent of the 
attributes they assign to ill persons. In ad- 

dition, also contrary to popular concep- 

~ tons, it was found that subjects do not re- 
late all mental illness negatively to social 
desirability. 
k The mentally deficient person is unique 
in being assigned attributes of both physical 
= and mental illness. Within the mentally 
ill grouping, however, relatively few differ- 

_ Sntiations are made. Subjects tend to see 

> the varieties of mental illness as being very 
Eh alike and the distinctions between 
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them loose and hard to characterize. Only 
one construct within the mental illness 
group is characteristically distinguished 
from descriptions of other mentally ill per- 
sons—the “psychotic” individual. The 
“psychotic” is described in more heavily 
value-loaded terms such as “insane,” “dan- 
gerous,” “bad,” “cruel” and “disloyal.” 
This concept and “mentally ill person” are 
the only two characterized by these ex- 
tremely negative attitudes and attributes, 
This suggests that one continuing commu- 
nications task for the public health and 
mental health professions is to distinguish 
the milder mental disorders and emotional 
difficulties from the more serious ones. 
Subjects tend to lump the milder and more 
Serious disorders together and at the same 
time to view them as distinct from various 
states of health. So long as persons in the 
community tend to see these as two inde- 
pendent states, techniques to control the 
more serious emotional disorders will be 
difficult to establish. : 
The findings also suggest that programs 
of mental illness education that concern 
themselves with psychopathology do not 
serve as adequate guidelines for the lay 
public in avoiding emotional difficulties. 
Generally, people appear to see the men- 
tally ill person as different from both 
normality and from other types of illness. 
It might be suggested, for example, that 
educative programs are more effective if 
they serve in two fashions. The first is to 
encourage the active identification and the 
emotional involvement of the viewer or the 
participant in the educative process. This 
would suggest that lectures, motion 
pictures, pamphlets and articles are less 
effective than more active programs involy- 
ing the emotional commitment of the par- 
ticipant to the educative program. Free 
and open discussion groups might well be 
more effective in mental health communi- 
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cation than lectures to the same group. 
There is some evidence to support this from 
the literature and from other studies. 
The second which might be in- 
ferred from this study is that programs of 
mental education are most effective if they 
do not emphasize psychopathology but em- 
phasize the normal problems of everyday 
life. However, it is difficult to make these 
concepts dramatically challenging, as edu- 
cative materials are more difficult to find. 
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ARTHUR E. NUDELMAN, mapsox, wac 


Temperamental conservatism, 


authoritarianism and rejection 


of the mentally ill and psychiatry 


In recent years we have witnessed renewed 
hostility toward psychiatry and the mental 
health movement by numerous groups. 
The attack has been described by Auer- 
back! in the following way: 


“Directly, but most often by innuendo, it accuses 
mental health associations and peste = 
of being subversive, even 
stant refrain is that the entire ania health 
program is a subversive racket and anti-American 
or Communistic in nature, established by agents 
of the Kremlin to subvert and take over the 
United States.” 


Psychiatrists are accused ? of being “the 
tools and weapons of godless, destructive 
forces seeking world domination through 
the enslavement of minds”; and persons in 


~ high positions? have urged the enactment 


of legislation which would severely restrict 
the actions of psychiatrists. 

Psychiatrists have been called foreigners 
and Communists. The ethnocentric facet 


of the attack often becomes outright big- 
otry; the mental health movement is called 
a Jewish plot! or a scheme of the Roman 
Catholic Church.4 To impugn the motives 
of psychiatrists, assertions are made that 
sane people are “railroaded” into mental 
institutions. These charges obstruct men- 
tal health activities and militate against 
the enactment of progressive legislation 
for those in need of intensive psychiatric 
care. 

The anti-mental-health movement is not 
an isolated phenomenon. It is a manifes- 
tation of opposition to scientific advance 


Mr. Nudelman is an N.LM.H. trainee (Grant No. 
7413) at the University of Wisconsin, At the time 
this research was conducted, he held a National 
Science Foundation Cooperative Graduate Fellow- 
ship. He acknowledges his gratitude to Professors 
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advice in the execution and presentation of the 
study. 
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in general, especially in public health mat- 
ters. Innovations are resisted because 
“safety lies in what is old and familiar; the 
new and unfamiliar are threatening.” * 

This paper presents an investigation of 
the relationships between resistance to 
change—a type of conservatism—and atti- 
tudes toward the mentally ill and psychia- 
try. A number of studies 5 ® 7. 8% 1 have 
sought to investigate attitudes toward the 
mentally ill, often with the idea of bringing 
about more favorable attitudes and im- 
proved care. Some have concentrated on 
educational programs in an attempt to 
change attitudes, basing their work on the 
notion that better care for the mentally ill 
rests with a citizenry sympathetic to more 
humane and effective care of a substantial 
element of our population. 

This report suggests clues to the kind of 
person likely to have negative attitudes. 
This research was directed toward the in- 
vestigation of the following hypothesis: 
Temperamental conservatives tend to have 
attitudes toward the mentally ill and to- 
ward psychiatry which are more negative 
than those held by temperamental noncon- 
servatives. This intellectual orientation of 
the investigator was derived primarily from 
McClosky,1 who states that conservatives 
“are easily the most hostile and suspicious, 
the most rigid and compulsive, the quickest 
to condemn others for their imperfections 
or weaknesses, the most intolerant, the 
most easily moved to scorn and disappoint- 
ment in others, the most inflexible in their 
perception and judgments.” 

Personality correlates of conservatism 
have received a great deal of attention 
from various investigators. Conservatism, 
however (defined both conceptually and 
operationally), has been subject to so many 
diverse treatments that, for the present 
purpose, most of the studies are not directly 
relevant. After a discussion of the sample, 
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conservatism will be treated at greater 
length and the dependent variables will be 
discussed. 


THE SAMPLE 


Seven hundred questionnaires were distrib- 
uted in six census tracts in the City of 
Madison, Wisconsin, during the summer 
months of 1963. The tracts were selected 
in such a manner that persons from various 
economic and social groups would be repre- 
sented. Every second house in selected 
blocks within each census tract was ap- 
proached. If no one was home (or if the 
respondent refused to cooperate) the next 
house was substituted. 

Of the 700 questionnaires which were 
distributed, 354 were mailed back in time 
for processing: a 54 per cent response rate. 
Most who were approached were coopera- 
tive. Some, however, were not, ranging 
from 25 or 30 per cent in certain working 
class neighborhoods to approximately two 
per cent in neighborhoods comprised pri- 
marily of upper middle class families. 

A second sample was obtained using a 
list of Jewish families in Madison as a 
sampling frame. From the names on this 
list, 200 heads of households were systemati- 
cally selected. Questionnaires were mailed 
to these persons. Their response rate was 
44 per cent. The small number of Jews 
in the population required this additional 
sampling technique to obtain sufficient re- 
spondents for statistical analysis. 

Our sample was admittedly biased in 
favor of respondents with high economic 
and social status. In the population of 
Madison, 43 per cent of the male labor 
force is in blue-collar work. Only 16 per 
cent of the males in our sample are manual 
workers. The median formal education for 
Madison residents is 12.5 years, and the 
median family income !? is $6,799; the re- 


spective figures for the sample are 15 and 
$8,666. 


THE MAJOR VARIABLES 


Conservatism—the independent variable— 
is an ambiguous term which is capable of 
evoking in some persons an image of stingi- 
ness, hostility toward government interfer- 
ence in business activities, a dislike of mod- 
ern art or numerous other referents. To 
other persons, however, the word is any- 
thing but clear when used in the absence of 
a context in terms of which its meaning is 
rendered unequivocal. “Conservatism” 
can have numerous referents. Some, it is 
true, are related insofar as they vary di- 
rectly, one with another. In others, inverse 
relationships are found between conserva- 
tism of varying types. Lipset # presents a 
discussion of the two most commonly con- 
sidered types of conservatism: 


“It is necessary to distinguish between so-called 
economic [conservatism] (issues concerned with 
the distribution of wealth and power) and non- 
economic [conservatism] (issues concerned with 
civil liberties, race relations, and foreign affairs). 
The fundamental factor in noneconomic {con- 
Servatism] is not actually class, but education, 
general sophistication, and probably to a certain 
extent psychic security. But since these factors 
are strongly correlated with class, noneconomic 
[conservatism] is [inversely] associated with social 
class (the wealthier are more tolerant), while 
economic [conservatism] is [positively] correlated 
with social status.” 13 
The type of conservatism with which this 

study is concerned is termed “temperamen- 
tal conservatism,” after Rossiter. It is 
similar to the noneconomic conservatism of 
which Lipset 13 speaks insofar as tempera- 
mental conservatives appear to be economi- 
cally less conservative than temperamental 
nonconservatives and to have less educa- 
tion and a lower occupational status than 
do the noncenservatives. But conceptually, 
the type of conservatism to be discussed 
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here is based on resistance to change. (In 
the sample studied, supporters of neither 
of the two major political parties in the 
United States had “conservatism scores” 
which differed significantly from chance 
expectations.) The instrument used to 
measure temperamental conservatism was 
an adaptation of one used by McCloskey."* 
The following items were used: 


1, If something grows up over a long time, there 
is bound to be much wisdom in it. 

2. If you start trying to change things very much, 
you usually make them worse. 

3. Our society is so complicated that if you try 
to reform parts of it you're likely to upset the 
whole system, 

4. It's better to stick by what you have than to 
be trying new things you don’t really know 
about. 

5. I'd want to know that something would really 
work before I'd be willing to take a chance on 
it. 

6. It is never wise to introduce changes rapidly, 
in government or in the economic order. 


Two dependent variables were used in 
our study. The first (attitudes toward the 
mentally ill) was measured with a “social 
distance” scale. Social distance is defined 15 
as the degree “of understanding and in- 
timacy which characterize personal and so- 
cial relations.” The concept has been ap- 
plied primarily to the study of intergroup 
relations, although the Cummings * devised 
a social distance scale for use in study- 
attitudes toward the mentally ill. This scale 
was used in the present study.+ 

1.1 would be willing to room with a former men- 

tal hospital patient. 

2.We would strongly discourage our children 

from marrying anyone who has been mentally 
ill. 


3. If I were resident owner of an apartment house 


+The Cummings discovered that some of their 
items were unsatisfactory; these were omitted here 
and the tone of one item was changed from nega- 
tive to positive. 
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I would hesitate to rent living quarters to a 
former mental hospital patient. 

4.1f I were employed at a job I would hesitate 
to share my office with someone who had been 
mentally ill. 

5.1f I owned an empty lot beside my house, I 
would be willing to sell it to a former mental 
hospital patient. 

6.1 would be willing to sponsor a person who 
had been mentally ill for membership in my 
favorite club or society. 


The second dependent variable deals 
with attitudes toward psychiatry, and was 
measured by a three-item scale. Although 
these items leave much to be desired, they 
give a crude indication of one’s disposition 
toward psychiatry: 

1.If I became emotionally disturbed, a psychia- 

trist could probably do as much to help me 
as anyone else could. 

2. Psychiatry is seldom as effective as some other 

methods in curing mental disorders. 

8. Psychiatry may help some people, but if I had 

emotional problems I probably would not go 
to a psychiatrist. 


Items were scored on five-point continua 
ranging from “strongly agree” to “strongly 
disagree.” Scores for each of the variables 
were computed by summing individual 
scores on each item within the variables. 
A frequency distribution was made for each 
of the three variables. Finally, the distribu- 
tion for each variable was divided into 
four, approximately equal, parts. These 
statistical manipulations posit nothing 
about the distribution of conservatives, 
nonconservatives, and those with positive 
or negative attitudes in the population or 
even the sample. When temperamental 
conservatives are referred to, for example, 
no implication is intended other than this: 
each individual who is called “conserva- 
tive” has a higher score on the relevant 
scale than do all individuals in the non- 
conservative camp. 

Chi square analysis was used to test for 
statistical significance. The 0.10 level was 
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selected as the point differentiating signifi- 
cant from nonsignificant results. 


RESULTS 


Temperamental conservatives are consider- 
ably less likely to have positive attitudes 
toward the mentally ill (i.e. they exhibit 
greater social distance) than are noncon- 
servatives. Forty-four per cent of the ex- 
treme nonconservatives, but only 13 per 
cent of the extreme conservatives, have very 
positive attitudes. This difference is signi- 
cant at the 0.001 level of confidence. Since 
the psychiatry scale is, on the one hand, a 
less satisfactory instrument (e.g, the intra- 
scale correlations are relatively low and the 
scale contains only three items) and, on the 
other hand, is associated with tempera- 
mental conservatism in a manner analog- 
ous to the social distance scale (67 per cent 
of the nonconservatives but only 55 per 
cent of the conservatives have positive atti- 
tudes), this scale will receive no further at- 
tention in the present report. Most results 
obtained with the social distance scale may 
be generalized to attitudes toward psychi- 
atry also. 

It thus appears that the hypothesis of this 
study has received considerable support. 
But it would be a mistake to end the analy- 
sis at this point. The possibility still exists 
that it is not conservatism per se that ac- 
counts for the negative attitudes, but rather 
other variables associated both with con- 
servatism and the dependent variables. To 
cite an example from another area, it has 
been found that elderly people are more 
favorably disposed toward government- 
financed medical care than the young. But 
this may not mean that age per se is the 
primary determinant of attitudes in this 
area—the elderly may advocate this type of 
medical financing because they have a 
greater need for medical services and at 
the same time are less able financially to 
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pay for these services. Thus, before the 
present data can be meaningfully inter- 
preted, it is necessary to investigate the ef- 
fects which other variables have on the rela- 
tionship between conservatism and attitudes 
toward the mentally ill. To this end, test 
variables have been used—variables which 
there is reason to believe (from studies re- 
ported in the literature and personal ex- 
perience) could mediate between the inde- 
pendent and dependent variables. 

Five test variables were used. The cri- 
terion in the final selection of a test variable 
was a significant association at the 0.10 
level with both the temperamental con- 
servatism and the social distance scales. 
(Variables which are independent of either 
major variable cannot be expected to medi- 
ate between the two major variables.) 

Authoritarianism was included for con- 
trol purposes (i.e., as a test variable) because 
of its well-documented connection with 
politico-economic ideologies and attitudes 
toward one’s fellow man, as well as its asso- 
ciation with the anti-mental-health ideol- 
ogy. A familiar concept to psychiatrists, it 
will not be discussed here at length; a full 
account can be found elsewhere.!6.17 Suf- 
fice it to say that it was originally couched 
in psychoanalytic terms and that it was in- 
tended to indicate prefascist trends. It 
allegedly is an indicator of ethnocentrism 
and anti-Semitism as well as anality, rigid- 
ity and numerous other neurotic tendencies. 
The measure of authoritarianism which we 
used was a short, revised form of the origi- 
nal scale developed by the Department of 
Scientific Research of the American Jewish 
Committee and cited by Srole: 18 


l. Prison is too good for sex criminals; they 
should be publicly whipped or worse. 

2. There are two kinds of people in the world: 
the weak and the strong. 

3.The most important thing to teach children 
is absolute obedience to their parents. 
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4. No decent man can respect a woman who has 
had sex relations before marriage. 


5. Any good leader should be strict with people 
under him in order to gain their respect. 


Authoritarianism was scored in the same 
manner as temperamental conservatism and 
the dependent variables. 

Our figures suggest that authoritarians 
tend to be conservative and to have nega- 
tive attitudes toward the mentally ill. 

Age is suspected to be related to various 
types of noneconomic conservatism and to 
negative attitudes toward the mentally ill. 
Our findings confirm the observation that 
the young tend to be less conservative than 
the old and that they exhibit more positive 
attitudes toward the mentally ill. 

Occupation is suspected to be related to 
conservatism and to other relevant atti- 
tudes.!? Not only does it explain a good 
deal of the variance in income, it also pro- 
vides a social setting in which men interact, 
thus possibly bringing about considerable 
homogeneity of attitudes among individ- 
uals in a given field. We found that the 
incidence of temperamental conservatism 
increases as one déscends in the occupa- 
tional scale. Although the top three occu- 
pational groups have similar, and relatively 
positive, attitudes toward the mentally ill, 
blue-collar workers have far less favorable 
attitudes. Occupation was controlled for 
males only, since relevant information was 
not always obtained from female respond- 
ents and, in any event, a man’s occupation 
is more likely to be a salient factor in the 
determination of his own attitudes than it 
is in the determination of his wife’s atti- 
tudes. 

Education is an important control. Our 
findings indicate that temperamental con- 
servatism increases as educational level de- 
creases. Despite a reversal in the middle 
range, there is a tendency for a high level 
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of education to be associated with positive 
attitudes toward the mentally ill. 

Religion has been shown to be related to 
numerous other ideologies and attitudes of 
relevance here.**- 3.21! Indeed, we found 
that religion is significantly related to both 
temperamental conservatism and attitudes 
toward the mentally ill. Those with no 
religion are the least conservative and the 
most positive in their attitudes, followed 
by Jews, Catholics and Protestants. The 
differences among the last three groups 
seem, however, to be small. 

When the responses of authoritarians and 
nonauthoritarians were analyzed separately 
(thus controlling or holding constant the 
effects of authoritarianism), nonconserva- 
tives were not significantly more positive in 
their attitudes toward the mentally ill than 
were conservatives. However, in both the 
high and low authoritarian groups the non- 
conservatives held slightly more positive 
attitudes. 

The introduction of occupation produced 
no significant correlation in any group save 
clerical and sales workers. 

Controlling for age, it appears that non- 
conservatives (young or old) tended to atti- 
tudes toward the mentally ill which were 
significantly more positive than those held 
by conservatives. 

Controlling education, it is only among 
the two groups lowest in education that 
statistical significance is obtained. 

When religion is held constant, tempera- 
mental conservatism and social distance 
from the mentally ill covary significantly 
only among Catholics and Jews. (The 
small number of individuals who claim no 
religion does not permit statistical consid- 


eration.) 
DISCUSSION 


Temperamental conservatives appear to 
have relatively negative attitudes toward 


498 


CN 


the mentally ill. But often when controls 
were introduced, the relationship between 
the primary variables was substantially re- 
duced. However, in 14 of the 16 compari- 
sons, the differences were in the expected 
direction. Even when various factors were 
held constant, overall results suggested a 
negative orientation on the part of tempera- 
mental conservatives. 

Although conservatism and social dis- 
tance vary directly in the three white-collar 
groups, blue-collar workers appear to have 
negative attitudes toward the mentally ill 
regardless of their position on the conserva- 
tism scale. This, along with the fact that 
blue-collar workers in the present sample 
are generally temperamentally conservative 
and authoritarian, lends support to Lipset's 
formulation ** of working-class authoritari- 
anism. 

There is a tendency for individuals with 
a higher level of education to be more 
favorably disposed toward the mentally ill 
than those with only a high school educa- 
tion or less. This, coupled with the fact 
that the difference in attitudes between 
conservatives and  nonconservatives is 
greater in the two lowest educational groups 
than in the two highest (among those with 
a college education but no graduate train- 
ing conservatives have more positive atti- 
tudes, although the relationship is not sta- 
tistically significant and should probably 
be taken as indicative of nothing more than 
a chance reversal), would appear to have an 
interesting implication. It may be that with 
the increased interest in mental health, 
society is able to disseminate favorable in- 
formation through its colleges and universi- 
ties—these institutions being staffed with 
individuals who are, for the most part, both — 
informed about and interested in alleviat- 
ing one of society’s serious problems. 

Finally, the introduction of authoritari- 
anism as a control greatly reduced the effect 


of conservatism on social distance. Au- 
thoritarianism is even more closely related 
to the social distance scale than is 

mental conservatism. Thus, although atti- 
tudes toward the mentally ill appear to 
vary with degree of conservatism, authori- 
tarianism seems to be a better predictor of 
attitudes toward the mentally ill. This ac- 
counts for a considerable portion of the 
variance involved in the relationship be- 
tween conservatism and social distance. 

Authoritarianism and conservatism are 
themselves related to a very high degree; 
72 per cent of the nonauthoritarians are 
also nonconservative while 72 per cent of 
the authoritarians are conservative. Not 
only are these two variables highly corre- 
lated, they are similarly related to various 
demographic variables. Both conservatism 
and authoritarianism vary directly with age 
and inversely with income, education and 
occupation. It must be concluded, then, 
that in many respects temperamental con- 
servatism and authoritarianism are similar 
variables. (Other types of conservatism 
have previously 1° been found to be highly 
correlated with authoritarianism.) 

The high degree of relationship between 
authoritarianism and temperamental con- 
servatism points to a type of individual who 
is ethnocentric, prone to hold illogical 
Stereotypes, hostile, suspicious and resistant 
to change. It is not surprising that such 
persons should reject the mentally ill. In 
the first place, rigidity is not conducive to 
tolerance of deviants. Cumming and Cum- 
ming 5 state that “behavior may be strange, 
but as long as it is expected it will not be 
considered abnormally deviant.” But one's 
expectations are not always met by the 
mentally ill. Temperamental conservatives 
and authoritarians can be expected to react 
€specially strongly to unfulfilled expecta- 
tions. In the second place, as the Joint 
Commission on Mental Illness and Health 
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points out (citing an idea attributed to 
Schwartz), “the mentally ill tend to re 
quire other people to adjust to them at 
every point in their illness from onset to 
recovery.” And conservatives are not 
adaptable. They are rigid in their think- 
ing and resist change. Their negative atti- 
tudes toward psychiatry are probably based 
on a stereotyped conception of psychiatrists 
and a distrust of modern treatment meth- 
ods, as well as the belief of some that psy- 
chiatrists are likely to be subversive persons 
who are encouraging the moral and spirit- 
ual degeneration of the American character. 

Positive attitudes toward the mentally ill 
and psychiatry are associated with a high 
level of education and temperamental non- 
conservatism. Thus there is reason to 
believe that the rank and file of groups 
which are vocal in their espousal of the 
anti-mental-health ideology do not gener- 
ally come from the most highly educated 
segments of our society. But this statement 
must be qualified. First, it probably per- 
tains only to followers, not leaders, of the 
movement. Leadership requires organiza- 
tional ability and a facility for persuasive 
speaking. These attributes are perhaps 
best acquired through a high level of 
formal education. 

Second, it does not apply to all followers. 
Well-educated extremists may be opposed 
to psychiatry because they see it as a sub- 
versive influence on religion and morals, 
and to the mentally ill because, as pro- 
ponents of a free-will ideology, they see 
mental illness as character weakness. 
Right-wing groups would fit into this cate- 
gory. Although these people probably tend 
toward temperamental conservatism, no 
data which directly support this contention 
can be provided at present. These people 
favor the abolition of public welfare serv- 
ices and less government spending in 
general. But this is not necessarily indica- 


499 


tive of temperamental conservatism; 
rather, it indicates economic conservatism 
which, as has been shown by Lipset,’ is in- 
versely related to what has been termed 
here “temperamental conservatism.” How- 
ever, this inverse relationship may not al- 
ways hold. Some people, e.g., Birchites, are 
probably conservative both temperament- 
ally and economically. That they are 
economic conservatives is known; that they 
are temperamental conservatives may 
be deduced from their ethnocentrism. 
(Ethnocentrism is strongly associated + 
with authoritarianism and thus possibly 
with temperamental conservatism.) How- 
ever, at present this is a hypothesis rather 
than a demonstrated fact. We have yet to 
obtain adequate data on the ideologic com- 
position of extremist groups which attack 
not only psychiatry, but humanitarian ven- 
tures in general. 

A word about the etiology of tempera- 
mental conservatism and authoritarianism: 
these variables are inversely related to edu- 
cation. It is possible that a limited educa- 
tion is not a cause of authoritarianism and 
temperamental conservatism, but rather 
that both are manifestations of one or more 
other variables. In fact, this is undoubt- 
edly the case in many instances, as, for ex- 
ample, when a denizen of a backwoods area 
(or a modern community) learns as a child 
to deprecate both an open mind and the 
value of an education. He may live a long 
and happy life “afeudin’ and afightin’” 
with the McCoys. A closed mind is neither 
receptive to, nor desires, an extended edu- 
cation—new information may be incom- 
patible with that already possessed and 
create considerable cognitive dissonance. 
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But despite reports ** which question 
value of a higher education, it is fairly 
established that temperamental co 
tism and authoritarianism decline as a Te 
sult of such an education.. 13. 10.24 And 
on this fact may rest the hopes of those 
who strive to bring about an improvement 
in attitudes in numerous other areas. 

Temperamental conservatives have atti- 
tudes toward the mentally ill and psy 
chiatry which are more negative than those 
held by nonconservatives. Thus, it is prob- 
able that those engaged in changing attis 
tudes face a task more difficult than they 
suspect. It appears that individuals who 
are the targets of a mental health education: 
program are precisely those persons who 
are least likely to open their tninds to new 
facts and concepts, preferring to retain 
their incorrect and antiquated conceptions 
of mental illness and psychiatry. 

In summary, the major findings of the 
study may be stated simply: 


1. Temperamental conservatives (i.e., people who 
are resistant to change) have attitudes 
the mentally ill and psychiatry which are more 
negative than those held by nonconservatives. 
2. Authoritarians have attitudes which are more 
negative than nonauthoritarians. And authori- 
tarianism and temperamental conservatism are 
themselves highly related. j 
3.A high level of education reduces the likeli- 
hood that one will have negative attitudes in 
two ways: first, by reducing temperamental 
conservatism and authoritarianism, variables 
which are highly related to attitudes toward 
the mentally ill and psychiatry; second, by com- 
bating negative attitudes directly, without 
taking the intermediate step of reducing COn: 
servatism and authoritarianism. y 
A reference list of 24 citations appears in Dr. Nudel- 
man’s reprints. uf 
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Hospital-based vocational 
rehabilitation programs 


Faced with pressures to provide vocational 
rehabilitation services to mental hospitals, 
agency administrators were first forced to 
move without guide lines based upon ex- 
perience. They then tested the unknown 
rehabilitation potential of institutions by 
tentative probes involving a minimum in- 
vestment of staff time and creating the least 
interference with existing commitments in 
other areas of rehabilitation demand. The 
most common approach was the assignment 
of a single part-time counselor to state 
hospitals. 

Out of the experiences of the counselors 
involved, we have culled certain lessons 
which might prove helpful to other states 
contemplating such a program. In our 
Own state, the first joint efforts of the Divi- 
Sion of Vocational Rehabilitation and the 
State hospitals were based on a hypothesis 
which, in retrospect, could be stated simply 
as follows: 


The potential for a successful vocational re- 
habilitation service to state mental hospital 
patients is great cnough to warrant the assign- 
ment to selected hospitals, on a part-time basis, 
of a single counselor, who does not usually need 


special training. 


Action along these lines appeared to 
agency administrators to allow for clarifica- 
tion of the potential for service without at 
the same time committing the agency to 
what might prove to be a marginally pro- 
ductive effort. As a part-time person, the 
counselor would naturally be expected to 
select patient-clients who were most ready 


Mr. Cubelli is research associate in Psychiatry, 
Harvard Medical School, and rehabilitation co- 
ordinator, Massachusetts Mental Health Center; 
Mr. Levis is chief mental disability supervisor, 
Massachusetts Rehabilitation Commission; and Dr. 
Havens is associate clinical professor of Psychiatry, 
Harvard Medical School, and chief psychiatric con- 
sultant, Massachusetts Rehabilitation Commission. 
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for service. Problems, of course, were cx- 
pected, but the form they would take was 
For example, when 


psychiatric reports (without which he could 
not initiate service) he found that these 
were not readily available. Hospital per- 
sonnel com) that staff shortages made 
it difficult or impossible to perform the 
medical examinations and to complete the 
expected psychiatric reports. Counselors 
were occasionally told that the staff did 
not know the patient well enough to com- 
plete the forms adequately. One hospital 
superintendent put it succinctly, “I cannot 
get our physicians to make entries in 
patients’ records, so how can I get them 
to fill out papers for you?” 
It was difficult for the medical staff to 
l understand the vocational rehabilitation 
agency's need for detailed information. 
| The doctors were accustomed to personal 
exchanges with people they saw daily, or 
| to very brief recorded notes on charts. 
| In addition, the concepts of eligibility and 
feasibility were often rejected or resented 
-by hospital personnel, including physicians. 
| They were accustomed to treating any pa- 
tients presented to them, and the thought 
| of treating only those who met certain 
| specific criteria (or who were reasonably 
certain to be “cured”) seemed strange in- 
| deed. 
i As a result, the ready supply of appro- 
` priate referrals hoped for by the counselor 
| did not materialize, despite the large pop- 
ulation of state hospitals and the increas- 
| ing numbers of patients being returned to 
the community. 
Instead, the counselor continued to face 
| vexing hospital attitudes. For example, 
hospital staff often felt that patients were 
either too sick to be referred for vocational 
rehabilitation services, or well enough to 
acquire their own jobs. The degree of 
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sickness, and not the need for vocatio 
rehabilitation service, became the criterion 
for referral. The idea of referral to 4 
counselor who was not part of the hospi 
team also made for difficulties, He 
often forced to work in isolation, in 
dently of hospital personnel, and o 
without adequate information about 
patient. The gulf was dramatically 
vealed in one statement made to a cow 
selor, “Get the patient a job and we 
tell you about him then.” In short, 
vocational rehabilitation counselor did no 
in many places, find himself an integ 
part of the helping group. 

Consider the favorable conditions under 

which a counselor would visit the hospital, 
be assigned an office (or even a desk) and— 
ideally—join the team of psychiatrist, social 
worker and occupational therapist to dis 
cuss patients who, hospital staff felt, had a 
good potential for return to the community 
in the foreseeable future. The counselor 
would often discover that the an 

discussions were essentially among d 
hospital staff, with little or no consideration 
for the counselor's judgment, his ability 1 
render direct service to the patient or even 
his ability to help the team evaluate the 
patients’ vocational needs. 

The experienced counselor quickly 
ized that something more than person 
differences was involved. Hospital 
might require indefinite periods of time to 
become acquainted with the 
role and to gain even the most supert jal 
understanding of the legal framework and 
other administrative restrictions within 
which he had to operate. To many hospital 
staff, the word “rehabilitation” invested the 
counselor with unlimited and almost mag- 
ical powers. He was often, therefore, prë- 
sented with only the most difficult situa- 
tions. One hospital staff member put it 
bluntly, “We have no problems with pa 


tients who can work; we want your help in 
finding jobs for patients who cannot work.” 
The obvious sincerity of these feelings did 
not climinate the confusion created for the 
counselor, 

Counselors often complained about the 
lack of hospital staff planning for postadis 
charge treatment or community living. Pa- 
tients were too often allowed to return to 
the difficult situations from which they had 
originally been hospitalized. The coum 
selor’s efforts to remind the staff of these 
facts were often resented, as were any at- 
tempts by the counselor to provide case 
work services. 

Who is responsible for coordinating the 
comprehensive rehabilitation plan which 
encompasses hospital and community treat- 
ment and adjustment planning? Responsi- 
bility for comprehensive planning is as 
sumed to rest with the physician, His 
position of authority would seem to 
heighten his opportunities for success in 
that role. In truth, however, most hospital 
physicians had neither the time nor the 
inclination to coordinate, Even if a phy- 
sician did develop interest in community 
mental health and comprehensive reha- 
bilitation planning, it was not always cer- 
tain that his superintendent would look 
with favor upon such a use of his limited 
time. 

There is no doubt that significant suc 
cess has been possible in relationships be- 
tween state mental hospitals and single 
counselors from state vocational rehabili- 
tation agencies. The obstacles to produc- 
tive relationships have been great enough, 
however, to cast doubt upon the original 
hypothesis. In fact, out of the negative 
experiences of the past, new approaches 
have already been developed that reflect 
| new philosophy. 

First: The participation in planning of 
all pertinent hospital and agency staff must 
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be extensive enough to guarantee wane in 
vetmen by all concerned. At leant three 
administrative levels must be involved: the 
hospital superintendent and the director 
of the mate agency, the chief of stall and 
the district supervisor and, at the direct 
service level, the hospital staff member 
most concerned with the community ad- 
jusment of the patient (usually social serv- 
ice) and the rehabilitation counselor him 
sell. There are others, including hospital 
department heads and intermediate super- 
visors in state agencies. And as changes 
occur in personnel, cach new person must 
be involved again in planning his relation- 
ship to the vocational rehabilitation serv- 
ice. 

Second: Differences in operational milieu 
and philosophical approach of institutional 
and community-based personnel must be 
recognized, understood and accepted. The 
greatest initiative for development of the 
necessary understanding must come from 
vocational rehabilitation personnel. In 
addition to understanding and 
the institutional approach (and the social 
system which operates within any large 
hospital), rehabilitation personnel must 
also orient the hospital staff as to voca- 
tional rehabilitation potential and pro- 
cedures. There is only the remotest pos- 
sibility that traditional hospital staff will 
assume the initiative and undertake a 
significant effort to learn how to work with 
rehabilitation services. In addition to 
general resistance to any change that dis- 
turbs the institutional mind-set, there is 
the reality that vocational rehabilitation 
is essentially a community and not an in- 
stitutional service, and that hospitals are 
hard pressed to acquire funds for even 
their long-established functions. Hospital 
personnel concentrate upon acute illness. 
Their interest lags as patients get well 
enough to manage without them. Treat- 


ment, teaching and custodial care are top 
priority functions of hospitals, whereas 
community adjustment is a top priority of 
a vocational rehabilitation agency. Under- 
staffed hospital social service departments 
do try to maintain a community orienta- 
tion, and in that respect the vocational 
rehabilitation program complements their 
efforts. On the whole, however, vocational 
rehabilitation personnel must be prepared 
to make the most effort to provide the 
bridge between institution and community. 
This implies time and training, an invest- 
ment considerably greater than that en- 
visioned by the pioneers. 

Vocational rehabilitation personnel must 
learn the special jargon, basic concepts, 
treatment methods, dynamics of human 
behavior and other components of psy- 
chiatric treatment. The counselor must 
become sophisticated enough in this spe- 
cialty to be able to determine which types 
of problems can be expected to meet his 
agency's requirements of eligibility and 
feasibility. He must become adept at the 
adaptation of existing community reha- 
bilitation resources to the needs of his 
psychiatric clients. The fact that many 
vocational rehabilitation people still cling 
to the hope that psychiatric personnel will 
somehow translate psychiatric problems 
into rehabilitation terms probably will not 
accelerate the present barely perceptible 
movement in that direction. 

Third: The scope necessary for success- 
ful hospital-based vocational rehabilitation 
units has been clarified largely through the 
special demonstration projects financed by 
the Vocational Rehabilitation Administra- 
tion. It is clear now that the vocational 
rehabilitation process can be initiated 
ptior to discharge through the use of 
hospital work programs, sheltered work- 
shops within the hospital and specific educa- 
tion and training, as well as rehabilitation 
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counseling and guidance. The financing of 
these units will undoubtedly become the 
responsibility of the community agency 
interested in them, with cooperation from 
the institution, wherever possible, in the 
form of space, staff time or any other 
method short of providing funds. 

Fourth: It must be remembered that the 
orientation of public mental hospitals is 
primarily towards institutional ends. The 
financing of vocational rehabilitation ef- 
forts must be sponsored in large part by a 
community-oriented agency, such as the 
vocational rehabilitation agency. It is 
not realistic, under the circumstances, to 
expect state hospitals to seek additional 
financing to support their own vocational 
rehabilitation unit on a scale large enough 
to provide services as broad as are normally 
possible through state agencies. 

In short: 
Useful and effective vocational rehabilitation 
programs can be most successfully developed 
in cooperation with public mental hospitals 
through the installation, by the state agency, of 
comprehensive evaluation, training and counsel- 
ing units, staffed by vocational rehabilitation 
counselors who have basic counseling skills and 
who are trained to understand and accept 
hospital procedures and staff needs as well as the 
basic concepts, treatment methods and individual 
dynamics which constitute psychiatric care. 


There is evidence to suggest that applica- 
tion of this hypothesis results in hospital 
units which work effectively within the 
hospital structure, meeting the needs for 
orientation of hospital personnel, selection 
of patients for service and the initiation of 
constructive vocational rehabilitation plan- 
ning. Such units are effective to the degree 
that they can be identified with the hos- 
pital program and thus can elicit the 
fullest cooperation of the hospital staff. In 
at least two states (Georgia and South 
Carolina) the vocational rehabilitation 
staff are considered to be hospital person- 
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nel. In South Carolina, the vocational 
rehabilitation staff is actually paid by the 
hospital, with funds transferred from the 
state vocational agency. 

However gratifying such progress may 
be, the state agency can measure its ef- 
fectiveness only in terms of the community 
adjustment of the patient-client. The suc- 
cess of vocational rehabilitation services 
initiated within a hospital can be measured 
only by the results obtained outside the 
hospital, in the community to which the 
client returns. 

Hospital-based vocational rehabilitation 
personnel have a responsibility that goes 
well beyond hospital-based activities. In 
effect, they have one foot firmly planted 
in the hospital and the other in the com- 
munity, plus an overall responsibility for 
keeping the bridge open in both directions. 

Sometimes counselors in the hospital- 
based unit are responsible for direct serv- 
ice for placement in the community. Then 
they face decisions concerning the alloca- 
tion of time between the hospital and com- 
munity phases of the vocational rehabili- 
tation process. This is essentially the same 
dilemma faced by the visiting counselor 
who eventually withdrew completely into 
the community, and the single, full-time 
counselor who was more and more absorbed 
by hospital activity. The size of the hospi- 
tal vocational rehabilitation unit does 
little to reduce the basic problem. The 
equitable solution is one which reflects 
patient-client needs at that particular point 
in the maturation of the unit. Presumably, 
the unit’s early days would be largely de- 
voted to the hospital’s need for vocational 
rehabilitation orientation and the unit's 
need to learn how to operate most ef 
fectively within the hospital. As these basic 
goals are accomplished, more time can be 
allocated to the community phase. Changes 
in personnel, the nature of the caseload or 
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other factors would naturally require ad- 
justments in time allocations. Generally 
speaking, the time spent in the community 
will be in direct ratio to the understanding 
and acceptance of the vocational rehabili- 
tation unit by hospital staff. 

State vocational rehabilitation agencies 
work toward statewide coverage in any 
special program. They will also be ex- 
pected to do so in mental disability re- 
habilitation. Before such coverage can be 
assured (through the hypothesis under dis- 
cussion) several variables must be con- 
sidered. These include the size of the 
state, the number of public mental hospitals 
and their distribution, and the staff and 
financial resources available to the state 
agency. 

For example, a small state like Rhode 
Island, with a centrally located hospital, 
could provide statewide coverage from an 
adequately staffed hospital vocational re- 
habilitation unit. However, larger states 
like Georgia or South Carolina, with one 
centrally located mental hospital, would 
have more difficulty in providing statewide 
direct services from the hospital unit. 

In states like Pennsylvania and Massa- 
chusetts, a network of state hospitals brings 
the area to be covered by vocational re- 
habilitation units in each hospital within 
reasonable limits. Here, financing and the 
number of staff become burdensome, and 
the problem of establishing effective units 
in every hospital is enormous. One good 
compromise is possible through a combina- 
tion of hospital-based units which initiate 
plans and general caseload counselors in 
district offices who work toward the com- 
pletion of the plans at the local level. As 
members of the same parent organization, 
the counselors might be expected to work 
together most harmoniously and effectively. 
Such is sometimes the case. 

The newness of “mental disability re- 
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habilitation” can be almost as great a 
problem in district offices as it is in institu- 
tions. The general caseload counselor 
works within well-established patterns of 
vocational rehabilitation, with responsi- 
bilities for referrals from long-established 
sources. Traditionally, he is committed to 
several diagnostic categories (orthopedic 
and neurologic) with feasibility much more 
clearly evident than is so at first with cases 
of mental disability. The fact that a re- 
habilitation plan may have been well 
established before referral from the hospital 
vocational rehabilitation unit can be looked 
upon with limited enthusiasm. It would 
appear that enough negative elements are 
present to create a bottleneck in the dis- 
trict office to which the hospital case is 
referred, 

There is one effective solution to this 
problem of transition from hospital to dis- 
trict offices. Several hospital-based units 
include counselors who act as community 
extensions of the hospital unit, with their 
responsibility limited to work with mental 
hospital dischargees only. The proportion 
of successful job placements they produce 
significantly exceeds the ratios of mental 
hospital dischargees placed by general case- 
load counselors. To achieve maximum ef- 
fectiveness, however, these field counselors 
must have training equal to that of 
the hospital vocational rehabilitation unit 
counselors and they must be allowed to 
utilize whatever community resources are 
required. They must also have the time 
to meet with hospital unit counselors to 
effect complete understanding of the re- 
habilitation planning initiated within the 
hospital. 

This brings us to the most recent and 
ambitious hypothesis: 
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Comprehensive community vocational rehabili- 
tation is most likely to be successful through a 
combination of hospital rehabilitation units pro- 
viding evaluation, training and counseling, and ~ 
staffed by counselors trained in mental disability 
rehabilitation, with autonomous mental disabil- 
ity rehabilitation field counselors, also trained 
in mental disability rehabilitation, located in 
district offices of state vocational rehabilitation 
agencies. 


Some may feel that Utopia has just been 
redefined in mental disability terms, or that 
the hypothesis requires too much too soon. 
However, under present legislative require- 
ments, the vocational rehabilitation proc 
ess should include all services necessary to 
assure the optimum possibility of successful 
job placement. 

It is obvious that the costs and com- 
plexities of comprehensive vocational re- 
habilitation units greatly exceed similar 
considerations in the assignment of a single 
counselor. We must nevertheless seriously 
consider the potential waste of time and 
money involved in the single counselor 
visiting part time in public mental hospi- 
tals, and even more seriously consider the 
dangers inherent in the establishment of 
expensive hospital-based vocational reha- 
bilitation units without provision for m- 
suring that the client will have a significant 
opportunity to carry through to fruition in 
the community the investment made by 
the hospital staff, the vocational rehabili- 
tation unit within the hospital and the 
patient-client himself. 

The public mental hospital presents 
formidable obstacles to comprehensive 1 
habilitation. We owe it to the pioneers 
in the field to consider the validity of new 
hypotheses as steppingstones to the suc 
cessful patterns of the future. 


HENRY WINTHROP, P#.D., TAMPA, FLA. 


Tragedy of intellectual marginality: 
its problems, tensions and pressures 


The “intellectually underprivileged” may 
be defined psychometrically as those who 
possess 1.Q.’s in the range of 70 to 89. 
Under the growing impact of automation, 
they may be defined economically as those 
who possess skills so marginal to the needs 
of the industrial sector that they are most 
easily automated. This deprives the in- 
tellectually underprivileged of their tra- 
ditional job opportunities. They are the 
individuals who can profit least from 
academic training at the secondary school 
level. They cannot, therefore, go through 
the type of intellectual training needed for 
the professional skills that a college or uni- 
versity can supply. Nor do they have the 
capabilities required for completing the 
training needed for complex skills of a 
high order—skills so characteristic of many 
of the new occupations emerging in the 
West as a result of rapidly changing sci- 
ence and technology. The services they 
have traditionally supplied are so unspe- 
Cialized that they cannot vie with people 


who are intellectually average (or better 
than average) and who can usually supply 
these same services more efficiently in a 
competitive job market. 

The intellectually underprivileged are 
not to be confused with the mentally de- 
ficient. The latter require custodial care; 
the former are assumed everywhere to be 
capable of supporting and taking care of 
themselves. This assumption is increas- 
ingly being recognized as unrealistic in the 
United States. The industrial effects of 
“cybernation” (linkage of the computer 
with automatic, self-regulating machinery) 
is to withdraw their traditional job market 
from the intellectually underprivileged by 
ensuring that their unspecialized services 
can always be duplicated by a combination 
of electronic and mechanical slaves. Inas- 
much as this group constitutes about 22.5 
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per cent of our total population, concerns 
of common humanity, as well as considera- 
tions of an economic nature, dictate that 
we must do something to make meaning- 
ful for this group the democratic guarantee 
of the right to life, liberty and the pursuit 
of happiness. 

America happens to be the first nation 
that will have to struggle with the problem 
of providing economic opportunities for 
the intellectually underprivileged while, 
at the same time, conferring upon them a 
sense of personal dignity and social value. 
Other advanced nations will eventually 
have to follow suit. If we ignore the right 
of the intellectually underprivileged to 
find an economic and social niche for them- 
selves—or, worse still, if the Western com- 
munity does nothing to provide that niche 
—their smoldering resentment may eventu- 
ate, in time, in behavior which might have 
to be christened “The Revolt Of The Low 
1.Q’'s.” 

Help to the intellectually underprivil- 
eged can be dealt with in a Utopian or a 
non-Utopian fashion. I wish to be fairly 
brief about the Utopian possibilities, but 
a fuller discussion of certain non-Utopian 
recommendations will be in order. 


The Utopian Approach and Some of Its 
Needed Practical Modifications 


Buber?! defines the I-Thou relationship 
as one in which men try to understand 
the needs of others and minister to these 
needs regardless of whether or not they re- 
ceive a return for their self-transcendent 
activities. Using a more wordly phraseol- 
ogy, we might say that under the sway of 
the I-Thou relationship men would apply 
the insurance principle to social and eco- 
nomic life, by underwriting adversity for 
one another and by distributing the bur- 
dens of misfortune, including misfortunes 
presumably brought about by Nature her- 
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self. To minister to the needs of others, 
our practical plans will have to be largely 
educational, economic and social in nature, 
but they will also have to include some 
genetic and medical proposals for the re- 
lief of the intellectually underprivileged. 
Such proposals can make sense only where 
genetic considerations have been shown 
to play a dominant role in the ineffective 
performance of some of the intellectually 
underprivileged. The assertion that there 
are hereditary determinants of intelligence 
is, at present, a controversial but not an 
unreasonable one. There seems to be 
strong evidence of genetic determinants in 
certain types of mental deficiency. Mental 
deficiency with genetic components has 
been found in such conditions as phenyl- 
pyruvic oligophrenia, galactosemia and 
certain cases of cerebral palsy. It does not 
seem unreasonable, therefore, to assume 
that genetic factors which might affect 
metabolic and neurophysiologic function- 
ing (and thereby create conditions of 
mental deficiency) could also account for 
other cases of ineffectiveness in behavior 
and intellectual adjustment. 

Such ineffectiveness in behavior and in- 
tellectual adjustment is precisely the con- 
dition that characterizes the intellectually 
underprivileged. Ineffective behavior upon 
the part of some members of this group 
may likewise be found to stem from 
hereditary considerations. To reason from 
genetic determinants in mental deficiency 
to genetic determinants in the limitations 
of the intellectually underprivileged is to 
reason by analogy. The seriousness with 
which this analogy is prosecuted will de- 
pend upon the degree to which future re- 
search will justify it. However, it should 
be recognized that (although they are in 
a minority) there are competent investiga- 
tors like Penrose? Kallman, Cattell * 
and Hogben, all of whom are convinced 
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that intellectual capacity in the range of 
70 to 89 1.Q. can be definitely shown to be 
associated with hereditary determinants. 
There would be nothing Utopian about 
genetic and medical planning aimed at the 
eventual reduction of the numbers of the 
intellectually underprivileged. Medical 
genetics, based upon that type of research 
in recent years that strives for the allevia- 
tion or elimination of ineffective intelli- 
gence, can be easily incorporated into prac- 
tical planning. 

The Utopian approach along these lines 
is something else again. Utopian expecta- 
tions for the genetic improvement of man 
would, if successful, presumably result in 
the reduction or elimination of intellectual 
ineffectiveness. Such approaches have been 
described by Rostand,® Carrel," Missenard,® 
du Noiiy,® Simpson 1° and many others. 
Essentially, all of these Utopian approaches 
look toward an improvement of the human 
gene pool, so that (socially speaking) the 
day may come when (theoretically) there 
will be no intellectually underprivileged at 
all. We give such programs our blessing, 
but they are of no help in our current con- 
cern. For this reason we shall ignore any 
further discussion of the biologic, Utopian 
dream in this connection and turn, instead, 
to some non-Utopian proposals for dealing 
with the intellectually underprivileged. 
Our hope must be that some of these pro- 
posals may be feasible, and that resistance 
to many of them can be eliminated through 
public education. 


Mechanization and Parkinson's Law 


The biggest single factor threatening 
the economic future of the intellectually 
underprivileged is that the relatively 
simple unskilled and semiskilled services 
(which they have traditionally been able 
to supply) are precisely those most easily 


Intellectual marginality 


WINTHROP 


“cybernated™ out of existence. The tend- 
ency of cybernation is to program a series 
of operations which are relatively simple 
when regarded separately. Cybernated 
production itself, however, demands pro- 
grammers, industrial designers, repair and 
maintenance men and, in general, person- 
nel peculiarly connected with computer- 
machine technology, regardless of whether 
production operations are of the open-loop 
or closed-loop type. ‘This is in contrast to 
the industrial mechanization so character- 
istic of much of industrial production prior 
to the close of World War II. Here the 
emphasis was on an extreme division of 
labor and thus the exploitation of highly 
simplified skills—skills so simple, in fact, 
that many workers who were engaged in 
industry would be classifiable in the cate- 
gory of the intellectually underprivileged. 
However, even those newer skills that were 
not part of the industrial, behavioral reper- 
toire of pre-World War II days can always 
be broken down into simple operations, 
based upon research on man-machine re- 
lationships. 

Such a division of labor would, of course, 
open up a world of economic opportunity 
for the intellectually underprivileged. What 
I here suggest is the reopening of the eco- 
nomic frontier of mechanization to the in- 
tellectually underprivileged. But on what 
basis? No manufacturer employing the 
unskilled and semiskilled could compete 
in cost with an efficient producer who took 
advantage of all the savings in cost in- 
volved in cybernation and other forms of 
modern technology. To sell his products 
in the open market under conventional 
economic competition, he would have to 
bring his prices into line with those of 
competitive items. On this basis, he would 
be bankrupt in a short time. The only 
proper and ethical answer to this dilemma 
—if we may be allowed to mix morality and 
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economics—is to make up the excess of the 
manufacturer's total costs, over that of 
average total cost, in the form of a tax- 
payer's subsidy. Under such a plan, the 
manufacturer or entrepreneur would uti- 
lize his managerial skills on behalf of the 
intellectually underprivileged, and the 
community would do its part in the form 
of supporting a federal, state, county or 
municipal expenditure on behalf of goods 
produced largely by groups of limited 
ability. 

Such a proposal would lead to a hue and 
cry from manufacturers. They would label 
the encouragement of such a plan “unfair 
competition,” with the government showing 
economic favoritism towards mechanized 
production as against automated produc- 
tion. In addition, the government would 
be ridiculed for subsidizing inefficient 
labor. The former charge would have an 
element of truth in it. The latter would 
not. A technologically less efficient proc- 
ess is not the same thing as less efficient 
human labor. Within the limitations of 
the fact that production would be accom- 
plished by marginal types of skills, we 
might conceivably find that the intellec- 
tually underprivileged display these skills 
as well as (and occasionally even better 
than) average workers. 

The American community has to make 
a choice. Shall we ignore the right to life, 
liberty and the pursuit of happiness of 25 
per cent of our potential labor force? Or 
shall we ignore a smaller total revenue and 
net profit for the typical producer in the 
normal market? We do not hesitate to use 
the taxpayer’s dollar for the production 
of military hardware or for the advance- 
ment of space technology. Why should we 
hesitate to use it on behalf of that 25 per 
cent of our population who are tempo- 
rarily shut out of the labor market through 
no fault of their own? This is part of what 
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we mean by a feasible plan which departs 
radically from conventional thinking but 
which seeks to confer economic opportunity 
and a sense of dignity and self-esteem upon 
the intellectually underprivileged. 

In a way, the subsidizing of economic op- 
portunity for the intellectually underpriv- 
ileged is but another instance of Parkinson's 
Law, which stresses the degree to which 
human effort is wasted in industrial or- 
ganization. In Parkinson’s words, “Work 
expands so as to fill the time available for 
its completion.” We fall back on Parkin- 
son’s Law, under the plan I have proposed. 
In the last analysis, the modern economy 
does not need the low-grade services of the 
intellectually underprivileged. In effect, 
the plan suggested asks for part of the 
manufacturing sector of the economy to al- 
low itself to become in part labor-intensive, 
while the rest of the manufacturing sector 
is cybernating the human factor out of 
participation. 

But is the tendency to fall back on Park- 
inson’s Law such a heinous sin? We make 
use of Parkinson’s Law every day in in- 
dustry, but almost always on behalf of 
average or better than average people. The 
amount of unnecessary paperwork in white- 
collar occupations is enormous, both in 
government and industry. We are disin- 
clined to trim away the fat because of hu- 
mane or political considerations. Industry 
often accepts the increased costs produced 
by superfluous labor—or what amounts to 
the same thing, reduced profits—as an in- 
stitutional investment in goodwill. Only 
a severe threat to one’s profit position will 
result in a reduction that finally trims off 
the fat. By the same token, there is every 
reason in the world to demonstrate the 
same institutional goodwill towards the 
intellectually underprivileged. Gabor 11 has 
actually recognized the social utility of 
Parkinson’s Law in a world that rarely 


tries to foresee the consequences of new 
technology, a world still mesmerized by the 
Puritan ethic of work. 

Subsidy of employment for the intellec- 
tually underprivileged can be effected un- 
der two different types of institutional ar- 
rangement. One would be conventional. 
Intellectually underprivileged employees 
could be interspersed among average work- 
ers in factories located in the existing 
factory districts of manufacturing com- 
munities. Production could be managed 
by the same kinds of managerial elite with 
which we are now familiar. The produc- 
tion process, however, would involve a 
mechanized return to extremely specialized 
but intellectually undemanding skills, and 
would not, therefore, resemble production 
in an up-to-date factory. These would be 
competitive with the mechanized ones and 
would be located elsewhere. The second 
manner in which mechanization could be 
used to subsidize work for the intellectually 
underprivileged would be to build special 
industrial communities in which all factory 
production (regardless of the product-line 
turned out) was mechanized and intel- 
lectually untaxing. The role of manage- 
ment would be the same for these factory 
units as in the preceding case. 

The advantage of industrial, community 
sites is this: if economic or market con- 
ditions, or seasonality, created the need for 
a reduction in working personnel in one 
type of factory and an increase of working 
personnel in another, such transfers could 
be easily effected. In effect, such specialized 
industrial communities would possess a 
permanent flying squadron of operatives 
who could be shifted easily from one fac- 
tory unit to another, cutting various kinds 
of labor costs considerably. Training for 
new tasks would be of short duration. A 
sense of personal worth would come from 
the diversification of relatively simple tasks. 
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This diversification, which would be part 
of the labor repertoire of the intellectually 
underprivileged as a result of frequent 
transfers, would be extremely worthwhile, 
psychologically speaking. 


Marginal Skills for Underdeveloped 
Economies 


The federal government can try to make 
the simple skills of the intellectually un- 
derprivileged available where they are 
greatly needed, namely, in some of the un- 
derdeveloped countries of the world. Many 
of these countries are faced with a labor 
surplus which is relatively inefficient for 
the preparation of the infra-structure (social 
capital in the form of roads, dams, energy 
sources, dwellings and simple types of 
capital goods) needed for their economies. 
Adults in these countries, unfamiliar with 
the unskilled, semiskilled and moderately 
skilled occupational repertoires of the West, 
could be trained in such skills. These are 
precisely those skills that, if available, could 
accelerate the preparation of the infra- 
structure. If the U.S. Government were 
willing to organize labor cadres with mar- 
ginal skills, send them abroad both to train 
the unsophisticated, potential labor supply 
of these countries and to work in them for 
extended periods and to work out arrange- 
ments for payment of salaries, the possibil- 
ity of an extensive use of the simple skills 
of the intellectually underprivileged would 
open up. At the same time, a sense of so- 
cial and personal worth and of being 
genuinely needed would develop in such a 
group. 

Decisions must be made as to how such 
an operation is to be funded and what re- 
payments are to be made to the government 
by those who go abroad. It would be no 
insuperable task to work this out. The 
important thing to remember is the double- 
edged benefit which results from such an 
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operation. This consists of the encourage- 
ment we can give to the rising expectations 
of prospective friends abroad while, at the 
same time, providing an opportunity for 
self-support for the marginally skilled. 


Completing the Tasks of Conservation 


The establishment at this time of a 
revived Civilian Conservation Corps could 
probably create many jobs in which the 
marginal services of the intellectually un- 
derprivileged might be valuably exploited. 
Many tasks need to be done in connection 
with conservation, reclamation, reforesta- 
tion, flood control, irrigation, the elimina- 
tion of water pollution, the preservation 
of the natural landscape, gardening, the 
construction of civic greenhouses, the care 
of rapidly disappearing game and so on. 
Many representatives of the population in 
the 1.Q. range 70 to 89 can acquire the 
skills necessary for the fulfillment of these 
tasks. The immensity of these tasks can be 
gathered from a reading of Carson,” 
Udall,’ Lyons 1* or Cubbedge,* to name 
just a few who have written on such prob- 
lems. The intellectually underprivileged 
can be given an opportunity to earn a liv- 
ing by creating social value and, at the 
same time, they can acquire an unmistak- 
able sense of national mission and personal 
worth. These latter feelings are certain 
to be generated as the recognition which 
such a program merits is given publicity 
via our mass media of communication. 


Opening Up the Public Sector of the 
Economy 


Galbraith 1° and many other American 
economists have argued that we need an 
extension of public and social services. 
Many public and social services are inap- 
propriate for the private sector of the 
economy. The neglect of such services dis- 
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torts somewhat the pattern of service con- 
sumption and fails to produce a social 
balance between services which stem from 
the public and the private sources in the 
economy. Public services which are cur- 
rently in short supply would, according 
to Galbraith and others, involve the follow- 
ing objectives: the rebuilding of American 
cities; the construction of highways, hospi- 
tals, schools and airports; the creation of 
municipal cultural facilities like concert 
halls, museums, art galleries, neighborhood 
libraries and publicly owned research in- 
stitutes; the provision of recreational fa- 
cilities such as sports fields and stadia, pub- 
lic parks and similar leisure-time outlets; 
and an attack on municipal problems like 
air and water pollution. 

Now the point underlying our emphasis 
on the need for more extended public serv- 
ices is this: many of the marginal skills of 
the intellectually underprivileged can 
clearly and profitably be used in the ful- 
fillment of these tasks. Many of the oc 
cupations and services involved in these 
tasks are well within the capacities of the 
intellectually underprivileged. This claim 
will be easily substantiated by a reading of 
Super’s volume’? on vocational fitness. 
Americans must be willing to employ 4 
mixture of relatively inefficient labor from 
this group and the highly skilled labor as- 
sociated with the new technology. If all 
the public services now needed to achieve 
social balance were given expression 
through a new type of Works Progress 
Administration and a new type of Public 
Works Program, the marginal skills of the 
intellectually underprivileged would be 
needed for a long time, perhaps indefi- 
nitely. 

The taxpayer would, of course, have to 
be willing to foot the bill. He grumbled, 
but he assumed it in The Great Depression. 
In 1933, the worst year, there were never 


more than 15 to 17 million of working age 
unemployed. If the modern trend towards 
cybernation (which eliminates the demand 
for marginal services) is coupled with the 
fact that there are 34 million of the in- 
tellectually underprivileged potentially in 
the labor force, then we can clearly foresee 
the day when the number of the unem- 
ployed of working age from this group 
alone would exceed the depression figure. 
The latter, it is to be remembered, repre- 
sented all levels of ability in the popula- 
tion. It would therefore make sense for the 
taxpayer to consent to a burden of in- 
creased public services. This would not 
only provide a future for a fair fraction of 
his fellow citizens; it would also give the 
nation something for its money. The 
public services we need and the social 
balance we must strive for would not, in 
any sense, constitute national busywork. 
They are, instead, national service lags, and 
the lead-time which has already developed 
from our neglect to provide them should 
not be allowed to increase. Thus our as- 
sumption of these social responsibilities 
could provide employment for millions 
of marginal workers, while integrating them 
more fully into the life of the community. 
They would not have to be “outsiders” any 
longer. 


Re-establishing Consumer Interest in 
Handicraft Production 


_ Ifa successful campaign can be aimed at 
increasing the consumer's interest in pur- 
chasing custom-made goods (such as ap- 
parel or hand-made arts and crafts items), 
the economic opportunities available to the 
intellectually underprivileged will increase 
substantially. Institutional purchasing of 
Custom-made items and commodities would 
considerably aid a shift of this sort. The 
advantages in durability, individualized de- 
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sign and aesthetic appearance can always 
be brought to the attention of the Amer- 
ican consumer. To be sure, the cultivation 
of a taste for custom-made goods may be 
offset by the increase in cost. ‘This was the 
telling factor in the past, when limited 
salaries could be made to stretch further 
by purchasing mass-produced goods (al- 
ways cheaper than custom-made items pro- 
duced for the same purpose). Now, how- 
ever, with the great increase in disposable 
income, the consumer is less likely to try 
to balance lowered cost against improved 
quality. A nationally well-organized and 
continued campaign for the return of in- 
dividualized, custom-made commodities, 
accompanied by color displays in our mass 
media, State Fairs and commerical exhibits 
set up for the special purpose of acquaint- 
ing the average consumer with the ad- 
vantages of custom-built products, is 
likely to achieve a measure of success. Prac- 
tically all of the skills involved in produc- 
ing custom-made goods are within the 
range of ability of the intellectually under- 
privileged. Many past studies in applied 
and industrial psychology are conspicuous 
testimony to this fact. 

In addition to lending themselves to 
custom-made production, the aptitudes of 
the intellectually underprivileged can also 
be used to provide a range of services, 
some of which are unavailable at present. 
Thus a whole series of special services for 
retirees can be instituted, and considering 
the steady growth of our old-age popula- 
tion, a wide demand for such services is 
likely to arise. Many of the services 18 now 
provided by the government can be 
shouldered by marginal workers. Hopefully 
this will be followed either by a tax re- 
duction or, better still, the allocation of 
federal funds now dispensed for such serv- 
ices to state and municipal agencies, to 
pay for their private provision. Many hous- 
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ing and community services, auxiliary 
health services and leisure-time services 
sought by older citizens, such as are de- 
scribed by Burgess, are also well within 
the capabilities of the intellectually under- 
privileged. The services supplied to in- 
mates in homes for the aged—institutions 
which are now rapidly on the increase— 
can also be dispensed by the minimally 
skilled. 

Finally, we should not overlook an ex- 
tension of traditional services for the aver- 
age consumer which are well within the 
range of abilities of marginal workers. 
Among such services, for instance, are 
gardening, landscaping, home repair serv- 
ices under the watchful eye of overseers, 
to nurseries and playgrounds, and the like. 
A special type of service that the intellec- 
tually underprivileged can provide lies 
along the lines of entertainment. Forming 
youth orchestras, neighborhood baseball 
teams, exhibits of arts and crafts, dramatic 
groups, and so on, interspersing the in- 
tellectually underprivileged among indi- 
viduals of average ability in groups all of 
whose members possess the special talents 
required, and having the community en- 
courage such services by paying for them, 
may provide still further economic op- 
portunities for this limited-ability group. 


Tomorrow's Technology and the End of 
Economic Deprivation for All 


There is another measure that might 
solve the economic problem for many peo- 
ple who are scattered over all ranges of 
ability and educational background. This 
represents so radical an economic and so- 
cial innovation that it will meet with great 
resistance. My only reason for mentioning 
it here is that it can appropriately be ap- 
plied rather early in the game to the in- 
tellectually underprivileged, should it ever 
be adopted. 
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Theobald,2° convinced that cybernation 
will gradually eliminate most jobs over the 
next few decades, has begun to work on 
economic measures which will provide pur- 
chasing power for the unemployed in a 
society in which human labor will, pre- 
sumably, no longer be necessary. To con- 
vey the flavor of the considerations that 
have convinced Theobald that work is due 
to disappear in the United States, let me 
quote here the views of Bellman,*! a com- 
puter scientist of the Rand Corporation. 
Theobald 2° has also given considerable 
thought to Bellman’s assertions. 


“Industrial automation has reached the point 
of no return: the pace will increase astronomi- 
cally in the next decade. 

The scientific knowhow to automate American 
industry almost completely is already available 
and is certain to be used. 

Banks could cut their staffs in half easily by 
further automation; the steel and automotive 
industries could increase their use of automation 
a hundredfold. 

Lower and middle management as well as pro- 
duction workers will be displaced, for there will 
no longer be a need for decision making at that 
level. 

Unemployment resulting from automation 
would be greater right now except that many 
industries are holding back—at a sacrifice to 
their profits . . . to avoid increasing the severity 
of the problem. ‘Self restraint on the part of 
industries cannot continue indefinitely.’ 

Automation itself will produce few jobs. 

Two per cent of the population—by implica- 
tion the 2 per cent at the upper administrative 
and executive levels—will, in the discernible 
future, be able to produce all the goods and 
services needed to feed, clothe and run our $% 
ciety with the aid of machines.” 


To guarantee purchasing power for all, 
Theobald 2° proposes to distribute money 
not based upon work done—money which 
will be essentially a credit claim on the 
gross national product. Without discussing 
the rationale of Theobald’s plans, let us 
only mention here that individuals would 
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receive either a “Basic Economic Security 
Payment,” in the neighborhood of $3,200 
per family, or a sum known as “Committed 
Spending,” in the neighborhood of $10,000. 

On the assumption that such a plan—or 
one like it—may be welcomed in the future, 
it is easy to see that, under its beneficence, 
the intellectually underprivileged will at 
least be able to find a consumption-niche 
for themselves. Under Theobald’s pro- 
posals, “Committed Spending” is intended 
to bulwark the middle-income group in 
this country. It is therefore highly probable 
that individuals of limited ability and mar- 
ginal skills, who have in fact never had an 
opportunity to achieve middle-class status, 
will have to be content with Basic Eco- 
nomic Security Payments. 

One can pass no judgment here on the 
arguments of Theobald or the feasibility 
of his proposals. What is important in the 
present context, however, is that if such 
proposals or proposals similar to them come 
to pass, they may provide an all-time solu- 
tion for the intellectually underprivileged. 


The Agony of the Present—a Summing Up 


We now close our discussion of the prob- 
lems that have to be faced by the eco- 
nomic orphans of our technologic civiliza- 
tion. These economic orphans are not only 
industrially illiterate; they are also illiter- 
ate in the more usual sense of the term. 
Their industrial illiteracy is, unfortunately, 
profoundly related to their general illiter- 
acy. Sylvia Porter, in her syndicated 
column of April 26, 1965, has this to say: 


“There is no doubt that industry is becoming 
increasingly hostile to any job applicant with 
less than a high school diploma. Many corpora- 
tions won't even interview a job seeker unless he 
is a high school graduate. 

The illiterate is at a disadvantage not only 
because he can’t follow instructions for indus- 
trial machinery, take telephone messages, add up 
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a bill at a comer grocery store or sign a personal 
check. He also is often incapable of absorbing 
training and retraining programs which have be» 
come a part of today’s industrial life and which 
are predicated on a knowledge of elementary 
educational skills,” 


Miss Porter points out the indirect costs 
of such illiteracy: physical and mental ill- 
ness, urban blight, crime, delinquency, il- 
legitimacy and so on. She stresses the 
intangible costs in terms of individual in- 
dignities suffered by the intellectually un- 
derprivileged in later life. The industrial 
scrapheap to which the illiterate is confined 
represents a waste of human life, our most 
precious resource. The stark disaster that 
illiteracy and semi-literacy portend in a 
technologic civilization is perhaps indicated 
by the fact that unemployment in urban 
centers runs to about 50 per cent among the 
totally illiterate and about 25 per cent 
among the semi-literate. A recent Chicago 
study showed that nearly two-thirds of those 
on welfare rolls had less than a sixth grade 
education. 

The economic impact of illiteracy on the 
American economy as a whole has been 
estimated by Dr. Edward W. Brice, chief 
of adult education of the Office of Educa- 
tion in Washington. The economic “drag” 
caused by illiteracy and undereducation— 
the difference between what illiterates and 
semiliterates earn and what they could 
earn with a minimum of basic education— 
has been estimated to be 100 billion dollars. 
This is the equivalent of almost one-sixth 
of the current gross national product.* 

One has to emphasize that, although 
not all illiterates are among the intellec- 
tually underprivileged, many and perhaps 
most of the intellectually underprivileged 
are among the total illiterates and the semi- 
literates of a technologic civilization. We 
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* The gross national product for 1964 was officially 
622.6 billions of dollars. 
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know that there are 37.2 million American 
adults in the United States who have had 
less than a grade school education. If to 
these we add the intellectually underprivi- 
leged who have had some secondary school 
training or who have managed to complete 
a high school education on the basis of 
either low local standards or social promo- 
tions, the number of illiterates and semi- 
literates (this latter classification being, 
probably, the more accurate category in 
which to classify many of the intellectually 
underprivileged) would clearly reach an 
appallingly higher figure. Miss Porter's 
facts and warnings, therefore, deserve ma- 
ture and intelligent attention. A tech- 
nologic and competitive civilization that 
neglects the economic needs of the intellec- 
tually underprivileged is courting disaster. 

We have tried, in this paper, to describe 
the economic and occupational dilemmas 
of the intellectually underprivileged—those 
in the I.Q. range 70 to 89—in a world grow- 
ing increasingly complex. We have also 
tried to suggest means by which the in- 
tellectually underprivileged can be pro- 
vided with economic opportunities to 
achieve a self-supporting status, in spite of 
the fact that their skills and services tend 
to be industrially marginal. There is no 
pretense here that these are the only pro- 
posals which can be made, or even that they 
are the best ones. The objective of the 
present paper is more modest: to emphasize 
the economic and occupational problems 
faced by those who are intellectually mar- 
ginal in a modern, complex society. This 
is the group that—when all is said and done 
—occupies an economic no-man’s-land be- 
tween the custodial needs of the mentally 
deficient and the great mass of the average 
citizenry, who can be counted upon to be 
self-supporting. Inasmuch as they are too 
capable to be considered for custodial care 
and too ineffective to support themselves, 
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they are in an economic hell. Therefore, 
the solution to the dilemma in which they 
find themselves must now be recognized as 
a long-term community responsibility. 
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PATRICIA L. EWALT, BOSTON, MASS. 


Mental health club programs 


For the past three years, students in several 
Massachusetts high schools have had the 
opportunity to join “mental health clubs” 
in their schools. These programs allow the 
students to express their interest in mental 
health, giving service under supervision and 
gaining experience supported by instruc- 
tion. Though programs vary, they respond 
to students’ interest in mental health with 
both information and experience. 

Several of these clubs function as one 
aspect of the “Mental Health Careers Pro- 
gram,” an apprentice program for high 
school students sponsored by the Massachu- 
setts Association for Mental Health to- 
gether with state hospitals and local mental 
health associations Many more students 
are interested in mental health activities 
than can be accommodated or wish to par- 
ticipate in a long-term intensive program. 
To allow all of these students a meaningful 


Mrs. Ewalt is demonstration officer at the Massa- 
chusetts Mental Health Center, Boston, Mass. 
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experience in the mental health field, clubs 
can be organized in the school. 

Clubs seem to function best with two 
staff members: one, a teacher, nurse Of 
guidance counselor, and the other a clinic, 
hospital or mental health association staff 
member, or a mental health volunteer. 

With the permission of the school ad- 
ministration, all students may be invited 
to join in the club activities. Existing clubs 
have found it best to devote the first session 
to determining the interests of the group: 
A program committee might be formed ot 
a specific program proposed by the advisors, 
rather than electing officers or doing other 
legal business. Specific programs may then 
be adopted. The most meaningful pattern 
seems to be a “unit” approach, which al- 
lows the students to pursue an area of 
interest. For example, one club saw a film 
with a discussion leader on the subject of 
mental retardation. They followed this 
with a dance for retarded adolescents in 
their community.? Another club started 


with a film on retardation, and then began 
to investigate their community's resources 
for mentally ill and retarded children. 
Talks followed, given by school and clinic 
staff members. Several members became 
“buddies” for retarded children, taking 
them for excursions on Saturday mornings. 
A clinic physician meets with these students 
for group supervision of their experience 
with retarded children. The Mental Health 
Association has opened its membership and 
activities to the students.* 

One club attended legislative hearings on 
mental health bills, and later toured a large 
state hospital that would be affected by 
passage of the bill. They visited a labora- 
tory that was doing research that would 
affect mental health care. A lecture fol- 
lowed on care in comparable European 
mental institutions.” 

One club met in a state hospital and 
concentrated on the clinical aspects of men- 
tal illness. Students discussed with their 
psychologist and social worker advisors the 
functioning of the hospital, various aspects 
of mental illness and health and vocational 
information about the mental health pro- 
fessions.* 

While some of these clubs have been ini- 
tiated by the mental health association, 
others have sprung up through the interest 
of students who have read of other clubs. 
The expressed interest of students can be 
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the key to approval by school personnel. 
One club adivsor said: 


“I do feel it is important that the students 
themselves show the initiative and get to the 
proper officials if a club is to be started. It is 
the students who can make the good word known 
to other students and interest them in the club.” 


We have found that there is widespread 
and often unsuspected interest in mental 
health among high school students. The 
problem is to provide well-organized and 
well-supervised activities in keeping with 
their interest. 
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HARVEY M. HAMMER, M.D., BALTIMORE, MD. 


A ministerial training program 


in community mental health 


The last decade has witnessed efforts by 
psychiatrists and clergymen to integrate 
their disciplines towards the goals of in- 
creased and improved patient care. In con- 
junction with this effort, both theological 
seminaries and psychiatric institutes have 
tried to improve the understanding and 
communication between the two profes- 
sions. The Joint Commission on Mental 
Illness and Health? strongly urged the 
participation in community mental health 
activities of professional persons other than 
those with a medical background. Here is 
a report of the application of this principle 
in a joint community undertaking. 
Harford County, Maryland, is twenty 
miles northeast of Baltimore. The 1960 
census reported a population of 76,722. 


Dr. Hammer is senior assistant resident psy- 
chiatrist, The Johns Hopkins Hospital, Baltimore, 
Md. 


The author wishes to express his indebtedness to 
Dr. Henry Barnes, Health Officer, Harford County, 
for his assistance with this program. 
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Harford County combines both rural and 
modest urban communities. The largest 
town in Marford County has a population 
of under 0,000. 

In 1963, I was assigned to Harford 
County as part of the psychiatric training 
program in community mental health of 
The Johns Hopkins Hospital. It was soon 
obvious that existing psychiatric facilities 
could not meet the area’s ever-increasing 
demands, An evaluation of mental hygiene 
referrals revealed that about 50 per cent 
of the cases had been seen by a clergyman 
prior to referral. (Similar statistics were 
reported by Felix.*) To utilize the clergy- 
man as an effective resource in community 
mental health, the following program was 
instituted: 

Initial contact was made with the County 
Interfaith Ministers Association. A plan 
was presented, involving a weekly meeting 
at the local health center. This meeting 
dealt with the clergyman’s role in commu 
nity mental health. The responses of the 
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clergymen were, for the most part, enthu- 
siastic, although some clergymen were evi- 
dently ambivalent. 

The meetings were on a weekly basis and 
have continued for ten months. Thirty 
sessions have been held. Each session has 
consisted of two and one-half hours of a 
formal group discussion and an additional 
hour of individual or small group super- 
vision. Over one-third of the clergymen in 
Harford County have participated in this 
program. There are representatives from 
the three major religions, and both Negro 
and white clergymen. A core group of some 
fifteen to twenty have maintained constant 
interest and attendance. 

A phenomenon of special interest was 
the dropping out of seven clergymen dur- 
ing the first weeks of the program. It 
seemed apparent that those who dropped 
out were either poorly motivated for coun- 
seling or personally threatened by the in- 
tensity of the interpersonal relationships re- 
quired for the program. Those who 
dropped out were not necessarily those who 
showed early ambivalence. Rather, many 
who showed early ambivalence had merely 
approached the program with reasonable 
reservations regarding their expectations 
and self-limitations. 

The seminars were designed to be of use 
to the clergy in dealing with problems re- 
lated to community mental health. The 
practical application of techniques and 
methods was stressed. The flexibility built 
into the program facilitated communication 
between psychiatrist and clergymen so that 
a definite “esprit de corps” soon developed. 
An example of this flexibility can be seen 
in the following: 

In one of the neighboring communities, 
a distinct problem with juvenile delin- 
quency was encountered. The probation 
officer reported this to the health center. 
After some examination, it became appar- 
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ent that a lack of any community facilities 
for adolescent recreation was in part re- 
sponsible. Social barriers between the 
“good” adolescents and the “bad” adoles- 
cents were also preventing the rehabilita- 
tion of the juveniles in trouble. 

A discussion of these problems at one of 
our seminars brought the following re- 
sponses. One clergyman in this particular 
community began a youth recreation pro- 
gram at his church. Youth discussion and 
youth interest groups were formed, includ- 
ing both the “bad” and the “good” adoles- 
cents. Another clergyman in the same com- 
munity set up a similar program and 
encouraged community leaders (who were 
members of his congregation) to establish 
a council to deal with these problems on 
a community level. As psychiatric consul- 
tant, I worked with the school agencies to 
facilitate better communication between 
them and the newly established programs. 
Results to date have been heartening, and 
a spirit of joint accomplishment has been 
shared by all participants. 

Our seminars fell into five distinct cate- 
gories. These included, in order of promi- 
nence: 

(1) Seminars dealing with specific subjects 

(2) Case presentation 

(3) Group therapy 

(4) Guest speakers 


(6) Visits to pertinent institutions 


(1) Specific subject seminars: 


(A) Schools of psychiatric thought 

(B) The psychoses and psychoneuroses 

(C) Personality disorders 

(D) Pastoral counseling, its indications and forms 
(E) Interviewing techniques 

(F) Child development and adolescence 


Special sessions were held on grief, 
mourning, depressions, alcoholism, premar- 
ital counseling and dealing with terminally 
ill patients. The sessions were weighted 
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according to the clergy’s needs. Practical 
application was stressed and case material 
was used throughout. Informal discussion 
and questions were major ingredients of 
each seminar. 


(2) Case presentation: 


Case presentation was stressed as an es- 
sential teaching ingredient. The clergy 
were asked to bring in their own case ma- 
terial. Encouragement was given to indi- 
vidual methods of case handling. Discus- 
sion by both clergy and psychiatrist fol- 
lowed each presentation. This discussion 
focused on such issues as case evaluation, 
case disposition and the utilization of fam- 
ily and community resources. Each discus- 
sion emphasized the individual preferences 
and abilities of the presenting clergy. The 
level of awareness and adeptness at case 
handling on the part of all participating 
clergy increased markedly as the seminars 
progressed. In most instances, cases were 
selected to coincide with the topic under 
discussion. Twenty-five per cent of all sem- 
inars were devoted to this manner of 
presentation. 


(3) Group therapy: 


The question of the clergyman’s reac- 
tions to the work itself was dealt with in 
the following way. At the seventeenth 
seminar a series of five group sessions be- 
gan. During these sessions, the group re- 
tired to another room. Although the group 
was large for this technique, a good deal 
of interaction occurred. The psychiatrist, 
as group leader, used a method which con- 
ceptualized the group function as being 
both therapeutic and educational; The 
clergy were able to share and work through 


{This method was used as part of the training 
program at the Phipps Clinic. 
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feelings related to their work. At the same 
time, the mechanics of group therapy were 
learned on a very practical basis. 


(4) Guest speakers and 
(5) Visits to pertinent institutions: 


On three occasions, guest speakers ad- 
dressed us on subjects of interest to the 
group. On two occasions, visits were made 
to important community institutions. A 
visit to the Perry Point V.A. Hospital re- 
sulted in four of the clergy’s involving 
themselves in a supervised regular weekly 
program of patient visits. The patients 
seen were those who had had no individual 
therapy available to them in the past. 

The flexibility and informality which de- 
veloped during the seminars must again be 
stressed. The atmosphere was one of recip: 
rocal respect and understanding. 

Each session was summarized by the 
health officer or by one of the clergy. The 
transcription of this summary was mimeo- 
graphed and copies of the seminar were 
then given to each clergyman. Tape record- 
ings were made of each session as well. 
These tapes are kept on file in the health 
department offices and are available only 
to the clergymen participating in the pro- 
gram. A clergyman may at any time bor- 
row a tape or listen to it at the health de- 
partment. On one occasion, a clergyman 
who had been part of the group for over 
half of the seminars was transferred to 
another state. Once a month he returned 
for the seminars and spent the remainder 
of the day listening to the seminars he had 
missed. 

Copies of most of the books on a sug- 
gested reading list were purchased by the 
health department and arrangements were 
made with the public library to have avail- 
able those books not purchased. The ac 
cessibility of these materials provided a de- 
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gree of structure which was readily accepted 
and utilized by the participating clergy. 

Such a training program may be viewed 
from the viewpoint of both the quality and 
quantity of its accomplishments. 

In reference to actual patient care, fifty- 
one patients are being seen by the partici- 
pating clergy in some form of ongoing 
pastoral counseling. Supervision by the psy- 
chiatric consultant is provided as needed. 
One hundred and seventeen patients have 
received some form of pastoral counseling 
since the onset of the program. Three ado- 
lescent and two adult discussion groups 
have been instituted by the clergy. Al- 
though it is too early to appraise the effi- 
cacy of these therapeutic endeavors, one is 
certainly left with the impression of a gen- 
erally good result. 

A workable and efficient referral system 
has also been instituted. During the course 
of the ten-month program, the clergy re- 
ferred patients to practicing psychiatrists 
or psychologists in the Baltimore area. All 
of these patients were accepted for treat- 
ment. Patients were also referred to the 
mental health clinic for special purposes 
(e.g., psychological testing). A number of 
patients were referred to state hospitals. 
In each case, the clergyman made the nec- 
essary arrangements, including transporta- 
tion and the acquisition of commitment 
Papers, when needed. 

Referral of several patients was made to 
the welfare department where the particu- 
lar services available were utilized. As word 
of the program spread throughout the com- 
munity, a number of agencies and individ- 
uals utilized the clergy as a referral facility. 
Those involved included the juvenile court, 
the welfare department, the public schools, 
the Veterans Administration, the state hos- 
pital and local physicians. 

It is difficult to assess fully the many 
ramifications of such a program on the role 
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of the clergyman in community mental 
health work. Some indication of the invest- 
ment of each participating clergyman can 
be seen in the comparison of hours spent in 
mental health activity before and after the 
completion of the program. Before the 
onset of this program, the average number 
of hours spent by each clergyman was less 
than three a week. At the end of the ten- 
month training period, this weekly figure 
had risen to an average of six and one-half 
hours. 

Finally, some comment is warranted 
about areas of achievement that cannot be 
measured in quantitative terms. The inter- 
change of ideas and associations between a 
psychiatrist and a group of clergy has been 
a rewarding and maturing experience for 
all concerned. The exchange of attitudes 
and opinions has enabled both clergymen 
and psychiatrist better to understand the 
respective roles and problems of each. In 
this way, the efforts of both are maximally 
utilized to the benefit of the community. 


SUMMARY 


A program has been presented to illustrate 
one way of dealing with the ever-increasing 
demands made on community mental 
health facilities. A ministerial training 
program has been established in Harford 
County, Maryland. The program and its 
results have been described. The enthu- 
siasm of the participants, as well as the 
gratifying results of the program, indicate 
the possibility of similar ventures in other 
communities. 
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IRVING PHILIPS, M.D., SAN FRANCISCO, CALIF. 


Since the end of the Second World War, 
an awakening has occurred to the necessity 
for a new look at the retarded child and 
his family. With growing prosperity has 
come an opportunity to consider the reha- 
bilitation of the intellectually handicapped. 
Parent groups have been organized and 
professional workers have become more in- 
terested in the field of mental retardation. 
The President’s Panel on Mental Retarda- 
tion has added impetus to the movement. 
Suddenly mental retardation has become a 
new “fashion”; we begin to look at its 
problems with clearer vision. The report 
of the President’s Panel and the late Presi- 
dent Kennedy’s message to the Congress 
have compelled the attention of all those 
who work in the healing and social welfare 
professions. 


“The care and treatment of mental retardation 
and research into its causes and cure have . . - 
been too long neglected. Mental retardation 


Mental hygiene and 
mental retardation: 


implications for planning 


ranks as a major national health, social and eco- 
nomic problem. It strikes our most precious 
asset—our children. . .. The American people, 
acting through their government where neces- 
sary, have an obligation to prevent mental re- 
tardation whenever possible and to ameliorate 
it when it is present (U.S. Congress, 1963).” 


THE EMOTIONAL IMPACT 


There is probably no more tragic experi- 
ence for parents than to be told that their 
newborn is mentally defective. Dreams and 
aspirations are shattered. The problems of 
the child will continue throughout life, and 
the parents must seek what is best for him 
and for themselves. The impact of retarda- 
tion on the child and his family can be 
illustrated by a brief case history. 


Dr. Philips is associate clinical professor of Psychi- 
atry, University of California School of Medicine, 
and supervising psychiatrist, Children’s Service, 
Langley Porter Neuropsychiatric Institute, San 
Francisco, Calif. 
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After a difficult labor, Wendy was born to Mr. 
and Mrs. W. She had respiratory difficulty and 
was restless, She remained in the hospital for 
ten days because of poor weight gain and a 
feeble condition. On the fifth day she had a 
convulsion. At the time of her discharge from 
the hospital, her parents were told that she had 
brain damage that would result in mental re- 
tardation, The physician said, “If she were 
mine, I would put her away.” Mrs. W. refused 
this advice, but was tormented by the thought 
that she would have a “slobbering idiot on my 
hands for the rest of my life.” Wherever she 
went, she felt that people were looking at her 
daughter or were making remarks about her. 
Mrs. W. decided not to have any more children 
so that she could devote all her energies to this 
child. She and her husband became estranged. 

Wendy developed slowly. Her I.Q. was in 
the 50's. With each new skill she acquired, the 
parents became excessively optimistic. Then 
they would seek further advice. But each doctor 
or clinic, after the routine studies, advised in- 
stitutionalization. These suggestions only in- 
tensified Mrs. W.’s resolve to keep her child at 
home, She became bitter towards any advisor 
and these, in turn, felt that Mrs. W. was un- 
reasonable. Mrs. W. spent all her time with 
Wendy, leaving little time for social contacts 
for herself, Friends dwindled in number and 
finally disappeared. 

At the age of four, Wendy was slow but 
could walk. She was toilet trained and said 
a few words, The family wanted to place her 
in a nursery school, but there were no vacancies 
for retarded children in the private or Co- 
operative nursery schools. Two years later 
Wendy's parents tried to place her in a public 
school, but the diagnosis of retardation inter- 
fered with her admission. The family was told 
to wait until the child was eight, since special 
classes were provided for children eight or older. 
When Wendy did enter a special class at the 
age of eight, she was frightened and afraid to 
leave her mother. She spent much of each day 
by herself and resisted the teacher’s efforts to 
help in each new learning task. The sympathetic 
teacher persisted, but the needs of fifteen other 
children interfered. This experience was Wendy’s 
first opportunity to mingle freely with other 
children in play. After school hours she re- 
mained close to home. She was shunned by her 
peers and was often humiliated by cruel, taunt- 
ing remarks. Neighbors did not want their 
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children to play with her. She was socially 
isolated, felt “really very dumb,” and performed 
at a lower level than her full potential. She 
not only accepted others’ evaluation of her- 
self but exaggerated it in her own feelings about 
herself. As she approached adolescence, her 
parents became fearful that she might be at- 
tacked or led into troublesome behavior. 
Wendy developed fears of being touched and 
she avoided crowds. She spent more and more 
time by herself. The school reported that she 
could do better, but that she seemed with- 
drawn and disturbed. Psychiatric help was in- 
dicated, but no time was available for the re- 
tarded at most clinics and agencies. 

Now, at eighteen, Wendy is a humiliated, 
self-depreciating adolescent with many fears, un- 
able to find her place in the community. She 
is untrained for work, emotionally unstable and 
hopelessly dependent upon her family who, in 
turn, are bitter and unfulfilled. Her story is not 
unique. It applies in whole or in part to most 
mentally retarded children. 


The mentally retarded can be divided 
into two groups. The smaller group (10 to 
15 per cent of the retarded) includes those 
who have moderate or severe intellectual 
impairment and, frequently, associated 
physical handicaps. The larger group in- 
cludes the 85 to 90 per cent of the mentally 
retarded who are less severely handicapped 
intellectually, who rarely show physical con- 
comitants and who are indistinguishable 
from the average person? by most criteria. 
It is estimated that 3.5 per cent of the popu- 
lation of the United States is mentally re- 
tarded. This is close to 5.5 million persons. 
Thus, 15 to 20 million people live in fam- 
ilies in which there is a mentally retarded 
individual. There are more than 200,000 
adults and children in residential institu- 
tions, mostly at public expense. In addition 
to billions of dollars in lost productivity, 
local, state and federal agencies spend close 
to three quarters of a billion dollars each 
year for services to the retarded.* This fig- 
ure will grow larger as the years pass. 

Despite the enormity of the problem, the 


field of mental retardation has been avoided 
in the past by most professional workers. 
Medical training in this area is often brief 
and frequently neglected altogether. In my 
own medical school work, only twenty years 
ago, we learned a number of syndromes and 
conditions, such as phenylpyruvic oligo- 
phrenia, which rolled pleasantly over the 
tongue. We learned of conditions that 
caused the severe mental retardation pres- 
ent in perhaps 5 to 10 per cent of the 
retarded population but heard little of life- 
span care for all of the mentally retarded. 
The professional worker and the commu- 
nity looked upon the “moron” and the 
“idiot” with apprehension and hopeless- 
ness. It seemed a waste of time and the 
taxpayer's money to be concerned with 
those who were thought to contribute so 
little. This attitude was exemplified by so 
eminent a humanitarian as Justice Oliver 
Wendell Holmes è in a Supreme Court de- 
cision: “It is better for all the world, if 
instead of waiting to execute degenerate 
offspring for crime or to let them starve for 
their imbecility, society can prevent those 
who are manifestly unfit for continuing 
their kind. Three generations of imbecility 
are enough.” It was thought that all men- 
tal retardation was inherited. The Kallikak 
and Juke family studies were cited to sub- 
Stantiate this theory. Such ideas were ramp- 
ant then, and despite all evidence to the 
contrary, tend to remain in our thinking 


and lead to discouragement and pessimism 
today. 


HISTORIC MISCONCEPTIONS 


Why has this area of childhood suffered 
Such extreme neglect? 

An attitude exists in the community that 
a retarded person is incapable and his con- 
dition is incurable and unchangeable. He 
understands little, his judgment is poor 
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and his emotions are limited and unstable. 
Historically, the retarded have been insti- 
tutionalized for custodial care. There is a 
latent fear of and distaste for retarded peo- 
ple. These attitudes may persist because of 
our life experiences and professional train- 
ing or because of the anxiety engendered 
by the nature of the condition. Much of 
current professional experience, school dis- 
cipline and community expectation places 
great importance on verbal facility, intel- 
lection and abstraction. Achievement is re- 
warded by improvement in station and so- 
cial class. These are the areas in which the 
retarded child functions worst. The lack 
of these capacities may arouse impatience 
and insecurity, and consequently hopeless- 
ness and helplessness in those on whom the 
retarded must rely for help: the profes- 
sional workers. 

It has been difficult to think of the re- 
tarded as first of all children, whose condi- 
tion, like any handicap, whether it be 
retardation, diabetes or congenital heart 
disease, only complicates the growth proc- 
ess. The diagnostic label of retardation 
often cloaks the child so as to prevent our 
seeing him as a learning, developing per- 
son who lives in a particular setting and 
has his own skills, as well as limitations. 
Special needs need special help. We must 
begin to look at the child rather than the 
condition. 

Who is to do the work of programming? 
Who is to develop new ideas for the life- 
span care of the retarded child? 


PROFESSIONAL COMPETITION 


In recent years, some professional disci- 
plines have become more interested in the 
care of the handicapped; and there are 
rumblings about who is most capable and 
concerned in the care of the retarded. 
Should mental hygiene, education, pediat- 
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rics, or public health develop the leader- 
ship? Each discipline has its point of view. 
Since prevention is in the area of public 
health, since most severely retarded chil- 
dren have physical stigmata and need pedi- 
atric care, since intelligence, emotion and 
development are related to mental health, 
each discipline is concerned with the direc- 
tion of any developing program. Profes- 
sional disciplines are concerned with pro- 
fessional status, Each wants to be coordi- 
nator—no one wants to be coordinated. 
Fritz Redl” referred to “The Dog-Bone 
Complex,” saying, “Sometimes some old 
bone which doesn’t amount to much lies 
lonely in the street; no dog even bothers 
to sniff at it. All of a sudden one dog, 
out of boredom (or for other reasons), starts 
idly worrying it. In no time at all, all the 
dogs in the neighborhood come around and 
want it too. A fight ensues in which the 
possession of this bone seems to have be- 
come a matter of life and death. Somehow 
the fight peters out—or maybe somebody, 
bothered by the noise, breaks it up. Gone 
are the dogs. The bone is left lying there, 
untouched and alone and forgotten once 
again.” 

Who should care for the retarded? Is it 
psychiatry, pediatrics, education, vocational 
rehabilitation, social welfare, public health, 
sociology or the law? The care of the 
retarded is not a secular preoccupation with 
emphasis on one discipline as Chief and 
the others as second-class Indians. What is 
needed is a truly concerted, joint, inter- 
disciplinary effort to develop and provide 
services, instead of a debate about which 
discipline offers most. 

The program should be planned and di- 
rected by professional disciplines and not 
motivated by the political moment or be- 
gun in haste by impatient groups who have 
waited too long. Despite the best inten- 
tions of lay groups or administrative de- 
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partments, they may hinder programs if 
they are not aware of the medical, educa- 
tional, or vocational necessities involved in 
the work. Professional services need sup- 
port, interest and participation, but not 
interference by urgent immediate demands 
or administrative encumbrances. 


NEEDS IN PROGRAM DEVELOPMENT 


In developing programs, we must see that 
they are based on human needs. Our aim 
must be to help the individual develop his 
intellectual and social potential, to help 
him become a member of the community 
with a feeling of self-worth, dignity and 
productivity. Programming is prevention. 
If we can prevent retardation or ameliorate 
the disability once it is established, the ef- 
fect on the community and the individual 
will be great. We will provide for the 
greater productivity of our youth and we 
will save tax dollars in the long run. The 
program for care of the mentally retarded 
child should begin before he is born and 
continue throughout his life. Problems are 
evident in all age periods, from birth to 
adulthood, and program development to 
deal with these problems is mandatory. 
There are eight crisis stages of life where 
help is needed for the retarded and sought 
by their parents. I will summarize briefly 
the needs in each of these areas. 


Stage I 


A period of great need in the prevention 
of mental retardation occurs before the 
child is born. The prevalence of mental 
retardation is significantly higher in pop” 
lations where maternal care is inadequate. 
Premature infants have a higher incidence 
of mental retardation than their more fa- 
vored full-term siblings; 26 per cent of 
infants with a birth weight under 3m 
pounds have physical abnormalities that 
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will interfere with normal growth and de- 
velopment. Although other variables may 
be present, the less medical care through 
pregnancy, the greater the incidence of pre- 
mature births. Prematurity is more preva- 
lent among the indigent and less-favored of 
our citizens. Programs for the retarded 
should begin here. We must increase pub- 
lic health services in maternal and child 
care in all areas of the state as one step 
in achieving primary prevention. Regular 
prenatal care for all mothers and the avail- 
ability of services in all urban and rural 
districts requires further development. 
Much can be accomplished by these services 
in educating prospective mothers, family 
planning and genetic control in inherited 
conditions, as well as good prenatal and 
natal care. 

Associated with this consideration are the 
environmental factors basic to normal 
child development. Children born without 
evidence of mental deficiency and normal 
intelligence can develop so adversely in 
their own homes that they do not learn 
such basic skills as speech, dressing, toilet- 
ing and the use of their large muscles for 
play. In culturally deprived areas, the “so- 
cial dynamite” of our urban slums and our 
poor rural farm areas, children’s poor mo- 
tivation and lack of opportunity result in 
severe inhibition of learning. More than 8 
per cent of the adult population of this 
country has completed fewer than five years 
of school. Families living in such over- 
crowded, depressed areas are concerned 
with the harsh facts of existence, and have 
little time or effort available for stimulat- 
ing children to learn. The result is a per- 
petuation of poorly trained, inhibited, 
badly schooled children who are considered 
mildly and moderately retarded. The pos- 
sibility of reversing learning inhibitions 
after such difficult childhood experiences 
is a question to be explored. 
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Recently there has been growing agita- 
tion for a change in these culturally de- 
prived groups that compels our attention 
by its revolutionary thrust. As we attend 
to the needs for upgrading in these areas, 
we may reduce the incidence of mental 
retardation due to deprivation. 


Stage II 


The birth of a defective child causes 
grave concern to parents. The parent faced 
with his own disappointment may experi- 
ence difficulty with himself, his spouse and 
his child. All this may interfere with his 
ability to help the child throughout its 
development and maturation. He may act 
toward the child with ambivalence and 
either over-protect or reject him, frequently 
alternating between the two attitudes. The 
parent who is helped to resolve his own 
conflicts and problems may be better able 
to aid the child in the development of its 
personality. At our clinic, parents often 
remark: “The doctor said put him away— 
don’t see him—he will be no more than a 
monkey—he will wreck the family, your 
other children and yourselves.” The physi- 
cian may feel that placing the child resolves 
the problem—out of sight, out of mind. 
But placing the child in an institution of- 
fers little relief in most cases. The guilt the 
parents experience and the depression that 
follows is not solved by following such 
ready advice. There are instances in which 
hospitalization must be considered, but it 
should be planned with thorough consid- 
eration given to the condition of the child, 
the wishes of the parents and the presence 
or absence of community resources. The 
problem just does not go away. Parents 
often ask “What more can we do? What 
is now available to us?” Often we can make 
suggestions, but there is not much available 
in the community to help carry out the 
suggestions. 
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| Stage H1 


Most cases of retardation, by our present 
methods of diagnosis, cannot be diagnosed 
at birth, The child develops slowly; he 
falls behind his siblings and peers. His 
slow intellectual and motor growth be- 
comes more apparent in the ages from one 
to four. Parents seek many opinions. They 
go “shopping around.” It is often stated 
that they will not accept the diagnosis. 
People who shop around often have not 
found what they are seeking. We are not 
able to produce miracles by changing the 
child, but by patient, sustained and com- 
passionate help we can lead parents to un- 
derstand their situation and begin to see 
alternative ways of dealing with their prob- 
lems. If parents can be helped with their 
feelings, doubts, apprehensions and fears, 
they may be able to view their situation 
with less despair. The way in which pro- 
fessional persons help the parent may de- 
termine, in part, the eventual fate of the 
child. For example, Mr. and Mrs. G. con- 
sulted our staff about their severely re- 
tarded 18 month old child. They had pre- 
viously been to two clinics and wanted 
another opinion. The parents had many 
thoughts about their situation that they 
had never explored. In the third interview 
the father, as he was gently questioned 
about his feelings, began to cry and rushed 
to the door. He was asked to return and 
told that it would be helpful for him if 
he could continue. He wept silently and 
began to tell us of his despair, his estrange- 
ment from his wife and his inability to 
talk to his family. He seemed to gain some 
relief. We later heard from Mrs. G., who 
informed us that for the first time her hus- 
band began to share her concern and they 
were making plans together for their child. 
They continue to see us periodically to dis- 
| cuss the problems of the child as he grows 
| older. 
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almost non-existent. Occasional s 
take one or two mildly retarded ch 
We know the retarded child fares 
in his later schooling and social adjus' 
when he has had this experience. The p 
ent is often desperate to provide additional 
learning experiences, both intellectual and) 
social, but there are few resources available: 


Stage IV 


begins. In this period, their slow p 
ance shows many children to be reti 
Special school classes for those who 
retarded do not begin until age € 
Many counties do not admit children 
have behavior problems. The pupil-tea 
ratio is much too high. If the child is 
able to attend school, his handicap — 

greatly increased. We have much to learn 


exceptional child. We need more 
rooms and more skilled teachers in th 
field. The child’s work and social poten! 
are enhanced by a good school experien 


Stage V 


At the start of adolescence, there is com 
cern about the sexual development of the 
child. The parent and community are More 
apprehensive about the emergence of sec 
ondary sexual characteristics in the re 
than in the normal child. However, studies 
have demonstrated that there is little evi 
dence that crime, sexual promiscuity 


the retarded. If an adolescent of normal 
intelligence is sexually promiscuous, he} 
often referred for psychiatric treatment 1 
his I.Q. is below 75, he is often committed 
to a state hospital. At one time in Ci 
fornia, retarded adolescents and yo 
adults were sterilized to control the 


toward results of their anticipated sexual 
behavior. In a recent study,? those steri- 
lized were re-interviewed many years later. 
The great majority living and working in 
the community expressed great regret and 
humiliation as a result of the experience. 

Opportunities for recreation and play 
and the development of social opportuni- 
ties are needed throughout childhood and 
adolescence for all persons. Again the re 
tarded have few outlets. They may be 
avoided by their schoolmates. The commu- 
nity overprotects them by isolation. 

During the period of growth, many re- 
tarded children develop emotional prob- 
lems that need some resolution if they are 
to fulfill their potential. More outpatient 
psychiatric facilities are needed, and present 
clinics should be encouraged to see re 
tarded children with emotional difficulties. 
In school, vocational planning should be 
started, 


Stage VI 


. In the 16 to 18 year old period, voca- 
tional placement becomes a problem. The 
schools must re-examine their programs to 
develop vocational skills for this segment 
of our youth. The skills of a retarded ado- 
lescent must be appraised to help him 
equip himself in areas that are consistent 
with his capabilities, for jobs that are avail- 
able to him in spite of his limitations. 
These may run the gamut from jobs in 
sheltered workshops to those in the semi- 
skilled trades. Vocational rehabilitation be- 
gins here, and cooperation between basic 
education and the Department of Voca- 
tional Rehabilitation should be more 
closely coordinated. 


Stage VII 


The seventh crisis period occurs at the 
time when the school no longer has services 
for the retarded and vocational placement 
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is necewary. The stigma of retardation 
interferes with employment opportunities. 
Even if well qualified, the retarded penon 
is often rejected. In World War I, 716,000 
persons examined for military service in 
this country were rejected on grounds of 
mental deficiency. They played little part 
in the war effort. Contrast this with the 
experience in Great Britain, where the 
retarded were organized into “Pioneer 
“Battalions” and were useful in helping 
with services in cities and farms, as well 
as working with air raid teams; or in Hol- 
land, where the development of work for 
the retarded in agriculture and factories 
evolved into model programs with benefit 
both to the individual and industry. In 
this country there are many isolated in- 
stances in which industry has experimented 
with employing the retarded and has then 
been surprised at the high level of perfor- 
mance (if the job is geared to the individ- 
ual). Yet employment opportunities are 
still meager and prejudice remains. In 
this era, automation is limiting job oppor- 
tunities in some trades. The need for ser- 
vices in the community is increasing. The 
retarded are able to work in many of these 
areas of service and job opportunities are 
needed. 

It is also at this time that the retarded 
become adult and look for some oppor- 
tunity for independent living. Experi- 
ments with independent living arrange- 
ments in the community are only beginning 
and are still experimental. Will neighbor- 
hoods accept such groups or will they be 
feared, despised and shunned? 


Stage VIII 


In the eighth crisis period, we deal with 
the “who will take care of him after I'm 
gone” situation that many parents face. 
Guardianship becomes a problem and must 
be attended to by our social and welfare 
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organizations with sufficient safeguards and 
protection for the individual and his rights. 
The retarded person has the right to ad- 
minister his affairs, consistent with his 
capabilities, the right to his mistakes as 
well as to his successes. 

Throughout the lifespan of the individ- 
ual, the question of hospitalization is al- 
ways present. 

The severely retarded child, 5 to 10 per 
cent of the retarded population, is usually 
admitted to the state hospital or residential 
state school early in life. Often these in- 
dividuals have multiple physical abnor- 
malities, cannot take care of their creature 
needs and require continued medical and 
nursing care. But more than 50 per cent of 
the population of institutions for the re- 
tarded are persons who are mildly or mod- 
erately retarded. They are not admitted 
primarily because of impaired intelligence 
but because of poor family conditions 
(social, psychological and economic), severe 
emotional poblems, lack of social adapta- 
tion, delayed development of community 
facilities and the cultural and social at- 
titudes of the community. “The custodial 
culture within the .. . hospital is in large 
part an inevitable consequence of the ex- 
pectations of the population we serve. Our 
society hopes for successful treatment, but 
it demands safe custody for those whom it 
rejects.”7 State schools and hospitals for 
the retarded are undergoing some change, 
in that the more severely retarded are being 
admitted for continued nursing and medi- 
cal care. This is occurring as a result of 
the greater development of community 
facilities. 

The hospitals in California are filled to 
capacity and there is a waiting list at each 
one of them. In most cases, to admit a 
child to a state hospital may cause him 
great distress. He is separated from his 
home and loved ones, placed in large wards 
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of 75 to 100 with all kinds of children with 
various disabilities. He loses all his pri- 
vacy, since he sleeps, eats, toilets and bathes 
in a communal arrangement at scheduled 
times. His life is controlled by the at- 
tendants who manage the ward. He is led 
in a group to whatever activity is scheduled. 
Whatever identity he has is soon lost. He 
is considered incapable and given little in- 
dependence. He has limited opportunities 
for schooling and play. If efforts can be 
made for his eventual release, there is not 
sufficient staff to prepare him fully for life 
outside the hospital. If he has any psychia- 
tric problems, there is little staff and time 
to help him. One child, shortly after ad- 
mission, was found silently crying ê and 
stated to a sympathetic attendant that “no 
one should have to live like this.” 


THE FALLACY OF EXPECTING 
SOMETHING FOR NOTHING 


The present cost per child at a California 
hospital for the retarded is approximately 
$10 per day, which must cover all expenses, 
including administration of the hospital 
and staff salaries. Contrast this with the 
cost of $30 to $40 for care by the endowed, 
subsidized private hospital. The size of 
the hospital staff is regulated by the state 
budget. It is barely sufficient to provide 
minimal care. It is a credit to our hospitals 
and their diligent staff that the discharge 
rate is so high and the programming for 
care of such high caliber in relation to 
what we provide in staff and money. When 
we are more interested in highways than 
human needs, when we pay a gardener to 
beautify the grounds of the hospital far 
more than the psychiatric aide who 1s 
caring for our children, when we understaff 
our hospitals to the point where only mini- 
mal needs can be met, we can expect no 
more from those who are doing so much 
with what they have. 


We cannot eliminate the hospitals since 
a medical facility will always be needed to 
care for the severely retarded. Greater sup- 
port to community programs, as well as 
more intensive care at the hospital level, 
will facilitate rehabilitation. This, in turn, 
will reduce the pressure of waiting lists and 
produce more humane efforts to help each 
individual who needs hospital care. As 
programs develop in the community, there 
must be a constant review of the need for 
hospital beds, and plans must be made for 
new facilities consistent with projected 
needs. 

These are the areas that need immediate 
attention in the care of the retarded. 
There have been changes in recent years, 
but we still have far to go. There is much 
optimism, increasing funds are available 
and more professional people are becoming 
familiar with the field. We cannot expect 
sudden and sweeping changes, but op- 
timism and enthusiasm must be patiently 
sustained. There may be funds for struc- 
tures but bricks need brains and workers. 
There must be a continued effort to de- 
velop programs, train professional person- 
nel at all levels from physicians to educators 
to hospital technicians and to educate the 
community in order to reduce apprehen- 
sion and dispel myths and prejudice. 

Over one hundred years ago, there was 
a great wave of enthusiasm for the care of 
the handicapped. S.G.L. Howe ® reported 
to the Governor of Massachusetts “. . . no 
idiot need be confined. or restrained by 
force; the young can be trained to industry, 
order and self-respect; they can be re- 
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deemed from odious and filthy habits; 
and there is not one of any age who may 
not be made more of a man and less of a 
brute by patience and kindness, directed by 
energy and skill . . .” 

A few years later the enthusiasm evapor- 
ated and the care of the retarded deterior- 
ated. We must use the lessons of the past 
to amend the present to insure a better 
future for the handicapped. The future 
holds much promise. We know what is 
needed. The question is, will we be able 
to realize it? 
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The psychologist in a 


county welfare agency 


In the past, city and county welfare agen- 
cies have been limited to providing subsist- 
ence. However, within the last decade the 
role of the local welfare agency has been 
enlarged to encompass additional activities, 
induding long term casework, counseling, 
consultation, rehabilitation and diagnostic 
functions. The agency's prime function is 
still monetary assistance; but as the philos- 
ophy of public welfare gradually evolves, 
an emphasis on rehabilitation is becoming 
increasingly important. Without an orien- 
tation to rehabilitation, the agency's func- 
tion would be mere dispensing; the agency 
would be a follower rather than a leader, 
a passive force rather than an active par- 
ticipant in stemming the tide of the in- 
crease of less-than-able citizens. To imple- 
ment this relatively new philosophy, the 
psychologist can play a valuable role and 
become an active participant in working 
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toward the goals of prevention and re- 
habilitation. 

The present paper is based upon the 
experiences of the writer as a consultant to 
county welfare agencies. It is hoped that 
these observations will stimulate other 
agencies to investigate the possibility of 
utilizing clinical psychologists trained to 
participate in community mental health 
programs. In addition, the description of 
a psychologist’s role, as well as the presenta- 
tion of one welfare agency's functions, may 
serve as a basis for analysis and comparison 
for other agencies. 

The county welfare agency here described 
serves as a central source for many addi- 
tional community agencies, as well as the 
general public. Along with the administra- 
tion of programs such as General Assist- 
ance, Aid to Dependent Children and Aid 
to the Permanently and Totally Disabled, 
the agency is requested to serve county and 
local schools, physicians, the juvenile court, 
general courts, public health nurses and 


individual citizens—who all bring specific 
problems and questions to the agency. The 
agency also serves as a practicum facility 
for university students majoring in psychol- 
ogy, social work and counseling and guid- 
ance. 

The community agencies referring clients 
to the county welfare agency do not neces- 
sarily have the financial needs of their di- 
ents in mind. Rather, specific information, 
recommendations or treatment services are 
usually requested. These may fall into such 
areas as: 

l. Providing information about the economic and 

social level of the family. 

2 Making recommendations concerning parental 
competency in neglect or adoption cases. 

3. Making recommendations about community 
programs which may facilitate the adjustment 
of the dient. 

4. Providing psychologic information concerning 
the client and family. 

5. Contributing to the placement of a child in a 
state reformatory, a school for the retarded, 
a psychiatric institution, a foster home or other 
homes for the care of children or adults. 

6. Providing treatment services, including case- 
work, counseling, individual and group psycho- 
therapy or play therapy. 

In the community in which the agency is 
located, no mental health clinic is avail- 
able. Therefore, community agencies or 
individuals with needs in the above areas 
Usually request assistance from the county 
welfare agency. In addition, the agency 
itself often desires psychologic information 
concerning its clients. Many of these re- 
quests can be facilitated by utilizing the 
Services of a clinical psychologist. 

The contributions of the psychologist 
should be viewed as part of the total picture 
of the agency's functions. The types of 
Questions asked the psychologist develop 
from problems associated with specific as- 
sistance programs, as well as broader ques- 
tions derived from the areas listed above. 
In the diagnostic process, intellectual, per- 
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sonality and emotional resources of the 
dient are evaluated by integrating material 
derived from the social history, interview 
and test material. Recommendations are 
made concerning the degree to which the 
client may be impaired and require per- 
manent assistance, or the possibility of his 
benefiting from a vocational rehabilitation 
or therapeutic program. 

In some cases, the client will be referred 
for psychiatric or neurologic evaluation. 
Clients include children as well as adults; 
the major orientation is towards consider- 
ing the family as a “client” whenever pos- 
sible. Only a small part of the welfare 
agency's caseload is referred for diagnostic 
evaluation or treatment. The first major 
role of the psychologist centers on his diag- 
nostic formulations and recommendations. 

A second major role of the psychologist 
concerns what may broadly be termed 
“treatment.” After the diagnostic evalua- 
tion is completed, there is, in many cases, 
a need for short or long term treatment in 
the form of counseling or casework, or in 
some cases medical or psychiatric treatment. 
The agency is fortunate in having the con- 
sulting services of a psychiatrist associated 
with a State Public Welfare division. In 
questions of severe mental illness or neuro- 
logic complications, the assistance of the 
psychiatrist is usually available. He is 
utilized for additional diagnostic and treat- 
ment recommendations, as well as being a 
therapeutic resource. The welfare agency 
pays no fee for this service, since it is pro- 
vided for by the state agency. 

The following case illustrates the com- 
bined focus of two community agencies, in 
addition to the welfare agency, in attempt- 
ing to assist in a rehabilitation effort. 

John, an 18 year old boy, was referred to the 
county welfare agency by the juvenile court. A 
request was made for a social and psychologic 
evaluation since John had been expelled from 
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school for stealing money from a locker. Two 
months before his expulsion, John (who had a 
history of minor thefts) had been apprehended 
while returning to the local store from which 
he had, a week previously, stolen a model auto- 
mobile kit, The juvenile commissioner, who was 
familiar with John’s case, felt that he should not 
have been expelled from high school only three 
months prior to graduation. He then called the 
county welfare director and requested a social and 
psychologic evaluation, as the first step in ob- 
taining additional information about John's per- 
sonality and family. 

The psychologist requested a copy of John's 
school record as well as a medical report. The 
caesworker obtained a social and psychologic his- 
tory. All this was available to the psychologist 
within one week. Then John was administered a 
psychologic test battery. The results pointed to 
an underlying neurotic acting-out problem rather 
than a pattern of psychopathy or character-be- 
havior manifestations. A conference was called, 
attended by the high school principal, high 
school counselor, juvenile commissioner, Case- 
worker, welfare agency director and psychologist. 
The findings were reviewed. The principal then 
agreed to allow John to return to school if he 
would follow the group’s recommendation to at- 
tend weekly psychotherapeutic meetings with the 
psychologist. John followed the recommendation, 
was readmitted to school and was graduated with 
his class. 


This case illustrates the value of a team 
approach. Without the services of the psy- 
chologist, the evidence in favor of a neu- 
rotic problem could not easily have been 
made available to the agency or referral 
source. In addition, it illustrates that many 
agencies have an important role in first 
assessing the individual case. Without the 
support and initial referral from the ju- 
venile commissioner (as well as the addi- 
tional instigation of the county welfare 
director), John might have been expelled 
permanently without being given the op- 
portunity to demonstrate that he could 
control his stealing. 

The third major function of a psychol- 
ogist within a welfare agency can broadly 
be termed training. An in-service training 
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program can be individually organized to 
suit the needs of the agency. Topics such 
as interview techniques, diagnostic testing, 
personality, psychopathology and counsel- 
ing are areas in which the psychologist can 
make a definite contribution. Here the 
clinical psychologist, through presentation 
of case material and technical literature, 
can participate in the educational process. 
The in-service training program should also 
include specific areas centered on welfare 
functions, such as the interpretation of 
welfare policies and programs, legal and 
judicial procedures and current intorma- 
tion about casework and rehabilitation. 

In addition to staff training, the psychol- 
ogist can assist with the training of univer- 
sity students assigned to the agency. This 
phase of the agency's services has been 
structured in the following manner: 

1. Students are permitted free access to case ma- 
terials, being carefully briefed about the con- 
fidentiality of the information. 

2. Students perform their duties under the super- 
vision of staff personnel in their respective dis- 
ciplines. 

3. Students from all disciplines observe the psy- 
chologist while he is interviewing and testing 
clients. 

4. The psychologic test material is discussed with 
the student. He attends staff and family con- 
ferences. 

5, The student is encouraged to give his opinions 
and suggestions concerning treatment or dis- 
position of the case, 

The student is seen as a junior staff mem- 
ber with the rights and obligations of a 
professional staff person. Most students 
from nonpsychological disciplines have 
never been exposed to a practicing clinical 
psychologist and find their work with him 
informative. 

The three areas (diagnosis, therapy and 
training) form the major triad of the role 
of the clinical psychologist. However, Te 
search, a fourth area, should not be neg- 
lected. The psychologist is a valuable 


resource person in research projects con- 
ducted by agency personnel. Projects rang- 
ing from simple to complex statistical sur- 
veys can be instigated by the psychologist 
as well as by agency staff. The training of 
the clinical psychologist usually permits 
him to play a major role in the design and 
execution of research projects. Time for 
such projects should be included in his 
work schedule. The results of such inves- 
tigations are important in themselves and, 
in addition, research can serve as a motiva- 
tional device for agency personnel. The 
latter may more readily read ancillary ma- 
terial, as well as gain additional insights 
into their work. 

Professional relations between psycholo- 
gist and caseworker have been found, at 
times, to be extremely sensitive. The psy- 
chologist, usually having a Ph.D. degree, 
can readily exhibit an authoritative manner 
in his work. This may generate feelings of 
hostility in other staff members. In addi- 
tion, there is often a communication prob- 
lem, since the jargon of psychopathology 
may sound strange to personnel not ori- 
ented to psychiatric work. 

The psychologist and caseworker must 
understand that the interests of the client 
are foremost. The psychologist must also 
be willing to translate his theoretical con- 
cepts into meaningful and concrete terms 
which can be understood easily by others. 
Both professional groups should under- 
Stand that the psychologist is not attempt- 
ing to transform the agency into a psychi- 
atric clinic, but rather to utilize psychologic 
principles that will be helpful in the tasks 
called upon to be performed. By utilizing 
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these steps as a beginning, much of the 
friction between professional groups can be 
alleviated. The psychologist should under- 
stand that the burden of work is being car- 
ried on by agency personnel. His contribu- 
tion is more meaningful if his work is 
accepted and understood. 

The usual training experiences of the 
graduate student in clinical psychology 
consist of an academic program followed 
by internship in a psychiatric setting. How- 
ever, a question arises concerning the gen- 
eralizability and applicability of his pro- 
fessional training to the tasks he will be 
required to perform as a member of a wel- 
fare agency or other community mental 
health organization. In general, the stand- 
ard training program does not provide the 
future clinical psychologist with the skills 
necessary for the diversity of diagnostic, 
therapeutic and decision-making tasks that 
will be required of him. It is therefore 
proposed that, in his graduate school pro- 
gram, he have at least 25 per cent of his 
practicum training in settings such as wel- 
fare agencies or community mental health 
clinics. Such experiences will be invaluable 
if and when he chooses to participate as a 
member of a community agency team. 

The psychologist can contribute profes- 
sional services that will enable the agency 
to perform its many diverse functions in a 
more comprehensive manner. Diagnostic, 
therapeutic, training and research functions 
are outlined. Attention should also be paid 
to the problems of inter-professional rela- 
tionships, as well as implications for train- 
ing for the future clinical psychologist 
working in a community agency. 
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J. M. STUBBLEBINE, M.D., KENTFIELD, CALIF. 


The potential delinquent 


The problem of delinquency resembles the 
familiar fable of the blind man and the 
elephant: while many groups of people 
are interested in it, each understands the 
problem most clearly from its own view- 
point and may therefore fail fully to ap- 
preciate reports from other disciplines. 
Whether we are talking of elephants or de- 
linquency, we will come nearer to common 
understanding and reality by taking an all- 
inclusive attitude, even though, for a time, 
we may give special attention to one facet 
of the problem. 

One aspect of delinquency not sufficiently 
considered so far is the behavior and 
personality trends that an individual 
displays prior to any overt antisocial be- 
havior and before he is labeled a “de- 
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linquent.” This has particular import 
for preventive work, since for effective 
prevention we must deal with the 
“potential” delinquent. He will have 
personality attributes which, at first glance, 
appear to be normal or normal variants. 
Parents, educators, the general physician, 
family counselors and clergymen must all 
learn to recognize the pre-delinquent. 
While it is difficult to “shift gears” mentally 
and to regard as potentially dangerous some 
types of behavior previously thought to be 
normal, this basic change in attitude would 
help us come closer to finding both the 
causes of delinquency and the means of 
prevention. 

It is my contention that a potential de- 
linquent can be recognized by a clinical 
constellation of attributes: an apparent 
mental maturity beyond his years as re- 
flected in verbal facility, average to above 
average intelligence, powers of keen 
observation and a characteristic pattern of 
interpersonal relations. It is in his dealings 


with other persons that he displays his hall- 
mark: speech and actions which have the 
double purpose of angering authority fig- 
ures and pleasing himself. Either one may 
be anything from overt and conscious to 
covert and unconscious. He derives some 
emotional sustenance from anti-personal 
ways of interacting, here defined as any 
kind of behavior—verbal or motor—de- 
signed to make another person (especially 
adults) uneasy and apprehensive, anxious 
and angry or uncomfortable and defensive. 
While all such feelings in parents and 
authority figures may signal a response to 
some degree of anti-personal stimulus, not 
every such child will develop into a delin- 
quent, for both children and parents may 
be altered by their subsequent life experi- 
ences. Also, such anti-personal motivation 
is frequently accompanied by other wishes, 
including the wish to be kept from being 
anti-personal and anti-social. But when a 
child or adult repeatedly causes such reac- 
tions in others, the possibility of hostile 
motivation should be considered. This 
learned and repeated anti-personal pattern 
of behavior is the essence of delinquency 
and sociopathy. This pattern may expand 
to become more broadly anti-social as the 
child ages. 

The psychopathology of the parents has 
Teceived a great deal of study and many 
valuable concepts have been advanced. 
For example, schemes of intrapsychic 
organization of both the delinquent child 
and parents have been offered in an at- 
tempt to trace the basic motivation of the 
individual delinquent person. Especially 
Noteworthy is the work of Szurek and John- 
son,8,4 who believe that the superego 
lacunae in adolescents are complemented 
by similar parental intrapsychic defects. 
Others have dwelt just on the internal 
dynamics that seem to motivate the individ- 
ual delinquent. 6 My purpose here is to 
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give a clinical description of the pre-delin- 
quent, on which must be based our formula- 
tions of pathology, dynamics and treatment. 

My observations are based chiefly on 
work with delinquents in public mental 
health facilities. Specifically, this experi- 
ence consisted of two years’ work with 
severely disturbed adolescent delinquents, 
some of whom were also defective and of 
seeing the tragic results of overlooking the 
potential offender. Six years as psychia- 
tric consultant in a juvenile detention facil- 
ity have intensified my interest in earlier 
diagnosis and treatment. Other impres- 
sions have been gained from three years of 
close work with adult criminal offenders, 
both in prison and on parole, and with 
some delinquent adolescent outpatients. 
Probably the most valuable experience, 
however, has been watching neighborhood 
children and families in action in small 
community settings over the span of a 
decade and a half. In some measure, every 
local community is the hothouse in which 
are grown some of the delinquents of to- 
morrow; it therefore behooves us to ex- 
amine critically, and with new interest, be- 
havior we have thought to be normal or 
harmless. 

As Bloch * has pointed out, it is easiest to 
examine delinquent behavior in terms of 
interpersonal relations. These may occur 
in relation to groups which are so large as 
to have the qualities of social institutions. 
In the child’s world, the most important of 
these is the school. Here the chronic truant 
or petty thief is recognized as an actual de- 
linquent, but the potential delinquent also 
deserves attention and is far more difficult 
to identify, though illustrations of behavior 
that should alert us are easy to find. For 
instance, the child who, when asked by the 
teacher why he had left his seat when all 
the other children were quietly studying, 
said with a sweet, bland expression, “I am 
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just going to get a drink,” with the clear 
implication, “Why can’t I do this thing 
which is eminently vital?” Or, similarly, 
the pupil may ask to sharpen a pencil or go 
to the toilet or perform any other seemingly 
necessary function, but all with the same 
anti-personal and challenging quality. 
This is sometimes even explicitly stated by 
the child. This implied or hidden content 
is of great importance and is frequently 
missed or distorted by observers. The 
negativistic or hostile intent is revealed by 
the part of the interaction that communi- 
cates the “why can’t I?”—which on inspec- 
tion is quickly seen as a means of putting 
the authority person on the defensive and 
can, therefore, be only anti-personal and 
potentially anti-social. 

In other settings, too, the child may show 
patterns of behavior which reveal his moti- 
vation for antagonism. In the home or in 
interactions with his parents the same qual- 
ity is expressed by his doing or proposing to 
do many trivial, prohibited things. The 
portion of his total behavior that seems to 
have as its intent to put on the defensive a 
parent or other authority figure is open to 
being interpreted as “anti-personal.” When 
confronted with his misdeeds or his motiva- 
tion, he may respond, as in the school, in a 
way that seems to say, “Why can’t I do this? 
What have I done that is so harmful?” 
The parent, by answering such questions or 
responding as if the behavior said this, is 
then explaining his own actions or state- 
ments (i.e. is being defensive) instead of 
focusing on the behavior of the child and on 
the motivation behind the behavior. Often 
there is added to the child’s apparent pur- 
pose some covert divisive intent to pit one 
parent against another or one authority fig- 
ure against another. 

Perhaps an example can illustrate both 
the anti-personal and the manipulative in- 
tentions. A 9-year-old boy lived with his 
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mother, step-father and two younger half- 
siblings in a middle-class suburb. His 
mother suffered with migraine in the grand 
manner and made no secret of the fact 
that her first husband, killed in World War 
II, was superior to the boy’s stepfather, who 
seemed the prototype of a Milquetoast. 
One spring day, when his three younger sib- 
lings and five other children were all play- 
ing in the garage, the boy was trying to de- 
tonate a .45 caliber cartridge in a vise by 
pounding it with ahammer. He succeeded. 
The projectile injured him slightly, nar- 
rowly missed a sibling and blasted a hole in 
the garage. The shot brought his mother, 
irate neighbors and the sheriff. The boy's 
attitude was expressed in the following ver- 
batim quotes: “I’m not really hurt” and 
“Nobody else got hurt,” with the clearly im- 
plied question, “What did I do that was so 
wrong?” The mother, who was at first 
alarmed, succumbed to this specious logic 
and defended her son against the neighbors, 
her husband and the sheriff. These adults, 
missing the gravity of the situation entirely, 
then argued as to whether there was even 
any misdeed or poor judgment. During 
this debate the boy was largely forgotten 
and became an observer, an outcome which 
perhaps satisfied some of his intentions. 

Another area in which these young 
people often do very poorly is with their 
peers, where they socialize poorly and have 
few or no lasting, durable relationships. 
Much of this stems from their apparent 
need to be leaders and their methods of 
trying to become such. Many of the activi- 
ties engaged in or proposed by the poten- 
tial delinquent have as their object putting 
himself in a position of dictatorship, with 
all the useful benefits thereof. Often he is 
willing to pay for himself (and his small 
following) the high price of ostracism from 
the larger group in order to become the 
leader of the smaller one. 


One weather vane pointing to incipi- 
ent deliquency is the child’s ability to en- 
gender mischief and yet stay out of (or on 
the edge of) the activity into which he has 
pushed or led the others in his coterie. 
These young people often entice or incite 
others to violations and are usually present 
when much activity and excitement are 
going on, although perhaps only as specta- 
tors. Some of the mechanisms by which 
such a person tries to become a leader of 
a clique or small group may clearly indicate 
psychopathology if only they can be seen. 
The child may resort to the most frustrating 
of all threats to many children: exclusion 
from activities. Conversely, he may entice 
others with promises of being accepted— 
ie, “You can (can’t) play with me if (un- 
less) you do this thing I ask.” Other devices 
to gain leadership include threats of injury 
to the person or property of the one being 
coerced, If all other measures fail, the po- 
tential delinquent may resort to bargaining. 

The following example stresses these 
needs and methods of gratifying them: 


A 10-year-old boy, living in a middle class sub- 
urban area, had been a moderate disciplinary 
problem in school classrooms, and had had par- 
ticular difficulty adjusting to his immediate 
neighborhood when a younger but much larger 
boy moved in across the street. Instantly fearing 
and disliking his new neighbor (who seemed 
unapproachable) he soon tried to hurt him. 
First he enticed his new “playmate into long 
walks to investigate the neighborhood, but walks 
which always ended long after his companion 
was supposed to be home. As a result, the 
“friend” was in considerable difficulty with his 
own parents. After a few months, the anti-per- 
sonal intent culminated in the following act: the 
Potential delinquent organized, partly with 
threats of violence and partly with profuse as- 
Surances that they might help him play a trick, 
a group of four younger children. While the 
neighboring family was away from home, he in- 
structed two of these followers to enter the 
house and take from it some play articles belong- 
ing to his feared acquaintance. These were then 
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taken to the ring-leader’s back yard, destroyed 
with hammers and buried there. Some of the 
younger children, evidently believing this to be 
only a harmless trick, told the neighbor boy of 
his loss and the full story followed. The parents 
of all the boys involved took remedial action, 
except for the parents of the instigator, who 
were seduced by his saying, “I didn’t go in their 
house. The others did it.” Furthermore, his 
parents expressed dismay that their neighbors 
would be angry at having their house burglarized, 
thereby aligning themselves with their son and 
in effect giving him some encouragement to go 
on to more broadly anti-social behavior.* 


Behavior expressive of the need to ac- 
quire the mantle of leadership is fairly com- 
mon in school, while the silent or unknown 
ring-leader in activities designed to irritate 
and anger the teacher awaits the results of 
the activity. Sometimes the child acts out 
his own anti-personal feelings, as in the pre- 
vious example. I believe that this anti- 
personal behavior is a necessary prelude to 
later anti-social behavior and that the per- 
sistent and repeated occurrence of such anti- 
personal behavior warrants labeling the 
child as potentially delinquent. To be 
sure, not all such anti-personal tendencies 
will progress into a life pattern of anti-social 
behavior, and to make such a diagnosis on 
inadequate evidence could be a danger to 
the child. 

A second example may draw the point 
more clearly: 

A 12-year-old only child lived with his elderly 

father, a professional worker, and his middle- 

aged mother, a self-employed small-business- 
woman who brought him to treatment. The 
boy’s LQ. was 124 but he did poor to average 
work in school. The parents had argued for 
years over the father's drinking, in the course of 
which he was sometimes brutal to their son. 

Each spouse expected the other to discipline the 

child. Neither parent could directly express 


*At age 19, after dropping out of scool and 
entering the service, this patient was apprehended 
while “car clouting”—stealing parts from a parked 
automobile. 
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anger about him. The boy had been a feeding 
problem as an infant. At age 5, when he started 
kindergarten, asthma developed. On account of 
the asthma his mother kept him at home during 
the second grade, putting him one year behind 
his age group. He had never felt like one of 
the gang and made friendships slowly and spar- 
ingly, though once he had made one he took it 
very hard when it was dissolved for any reason. 
As he approached 13, he became the leader of a 
small group of rebels by cajoling them and 
shaming them with taunts of cowardice. This 
group was “conned,” i.e. was coerced, led and 
pushed into a series of burglaries of homes and 
business establishments. In none of them was 
this patient the first one who broke in, nor the 
one who did the actual labor of carrying away 
the loot, though most of it was stored in his 
own home. At the same time, he was a severe 
behavior problem in the school and was referred 
to psychiatric treatment by both the school psy- 
chologist and the county probation officer. Shortly 
after entering outpatient treatment he admitted, 
obliquely and spontaneously, that he had often 
and consciously prompted his parents’ arguments 
with each other and that he had derived pleasure 
from them. When he was asked to repeat him- 
self, he did so without seeing the import of his 
words. When confronted with what he had ad- 
mitted, he only repeated himself, making his 
admission more direct and conscious, although it 
seemed that he still failed to comprehend the 
importance of his revelation. 


For someone of this type to conduct in- 
terpersonal affairs in such a way as to 
satisfy his multiple needs, he must possess 
two essential qualities which are common 
to the anti-social and anti-personal indi- 
vidual. - These are: (1) the ability to observe 
most keenly other people’s behavior and 
speech and (2) the use of the data so ob- 
tained to satisfy short-term, immediate 
anti-personal goals. This type of individ- 
ual usually becomes uncomfortable and 
anxious when he is unable to perceive the 
necessary cues in a person with whom he 
is dealing. Because of this intent watchful- 
ness and scrutiny, such individuals are often 
thought to be alert and bright; and indeed, 
they may be so. But careful study will 
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reveal the anti-personal uses to which they 
put their information. Another likely clue 
is the quickness and avidity with which 
they pick up or modify, but take over as 
their own, a new view advanced by a peer. 
This tendency shows how desperately these 
people are dependent on external stimuli, 
both intellectual and emotional. Perhaps 
these are some of the reasons why such per- 
sons cannot tolerate psychoanalysis or 
therapy resembling it. 

Another common trait in these people is 
their evasiveness in accepting personal re- 
sponsibility, not just blame, but even credit. 
They have an antipathy to answering ques- 
tions directly, especially if such queries 
outline their personal responsibilties for 
their own actions. Instead, they prefer 
circumlocutory answers which appear clin- 
ically as long, involved “reasons” when the 
simple truth of a yes or no answer would 
be more advantageous to them. With per- 
sistent questioning, they may finally accept 
or admit personal responsibility. Then 
the bland openness with which they change 
may be misinterpreted by the unwary as 
the honest espousal of a new view. It is 
probably just this impression that they 
wish to create at that moment, and which 
will be the springboard for some future re- 
quest or demand. 

Often parents, teachers and other people 
in a position to observe them may simply 
refuse to believe that so-and-so may be- 
come delinquent. They take refuge in the 
thesis that the person is displaying normal, 
self-assertive aggressiveness, which in fact 
may at times be the case. To me, the 
point at which aggressiveness ends and de- 
linquency begins is dependent upon the 
intent or motivation behind the behavior. 
In simple aggression, the needs served seem 
to be primarily those of release of tension. 
Behavior is then likely to be situational. 
Delinquent behavior, on the other hand, 


has as its motivation the dual purpose of 
hurting another while enhancing one’s own 
ego. Usually this takes the form of anti- 
personal action. Because the need for ego 
enhancement is rooted in infancy, the anti- 
personal behavior is not situational as much 
as it is a way of responding to a broad vari- 
ety of external or environmental demands 
and stimuli which may not be too readily 
apparent. 


SUMMARY 


I suggest as a corollary to our diagnostic 
thinking a class of disorder which precedes 
that of the sociopathic personality stage, at 
which anti-personal feelings and needs de- 
velop, This stage would occur at a time in 
life when the child has not yet expanded 
his emotional horizons beyond his family, 
ie., before age 5. In the family group or 
setting, those personality trends are cul- 
tured that begin as anti-personal and ex- 
pand to become anti-social. Such an incipi- 
ent or potentially delinquent person may 
be recognized by interpersonal behavior 
that tends to make parents and their surro- 
gates feel an unnatural amount of anxiety, 
apprehension, anger and defensiveness. 
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When the parent or parent surrogate is 
repeatedly helpless and anxious to a degree 
not consistent with the immediate situa- 
tion, anti-personal motivation of the child 
should be considered. Therapy may well 
begin with this recognition, which some- 
times is all the corrective stimulus needed 
to produce lasting beneficial results. 
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Sources of strain in the treatment 


From the moment of the parents’ initial 
contact with the child psychiatry clinic (be 
it letter, phone call, or harassed personal 
appearance), their attitudes, expectations 
and fantasies begin to interact with the 
parallel structures representative of the 
clinic's philosophy. Sometimes the result of 
this interaction is a meshing, a spoken or 
unspoken agreement as to what the prob- 
lem is, how it is to be treated and what can 
be accomplished. Often, however, the con- 
cepts of the parents and their troubled and 
troublesome child diverge from those of the 
professional persons in charge of the fam- 


Washington. 
paper is based on a presentation made to the 
March 1965 session of the American Orthopsy- 
chiatric Association. This investigation was sup- 
ported in part by the State of Washington, through 
“Initiative 171—Funds for Research in Biology and 
Medicine.” 
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of disturbed childre 


and their famili es 


ily's care. It is these deviations which We 
label “sources of strain.” i 

“Any language,” Kluckhohn and Leigh 
ton? tell us, “is more than an instrument 
for the conveying of ideas, more even th 
an instrument for working upon the fe 
ings of others and for self-expression. ia 
language is also a means of catego! 
experience.” 

In the clinic, we have developed a 
guage which in part by direct transmi 
of information and in part through 
ances or metacommunicative phenomena 
conveys ideas and a set of principles for 
categorizing experience. We often naively 
assume that the way we slice up experience 
and the linguistic forms that act as Our 
instrument for this dissection are identical 
to those used by all patients. One way of 
looking at the process of therapy is in ten 
of this linguistic categorization of © 
ence. Perhaps the process of treatment 


one of consciously and unconsciously teach- 
ing patients to think in our terms and 
thereby come to categorize, and thus react 
to, their life experience in new and “health- 
jer” ways. 

We know very little about how our child- 
patients’ families categorize experience and 
what they know about mental health phe 
nomena and even less about their compre- 
hension of and attitude towards our clinical 
concepts. Without this knowledge, we may 
find ourselves continuously embroiled in a 
linguistic battle, which is a poor augury 
for the continuation and success of treat- 
ment. This study is part of an ongoing 
attempt to uncover some of the differences 
in attitudes, understanding and informa- 
tion concerning mental health, illness and 
treatment concepts that exist between the 
family of the emotionally disturbed child 
and the staff of the psychiatric clinic, and 
thus to pinpoint some of the potential 
sources of treatment strain. 


METHOD 


The subjects for this study consisted of 30 
consecutive pairs of parents of children ac- 
cepted for treatment at the Child Psychi- 
atry Clinic of the University of Washington 
Hospital, plus 27 staff personnel from the 
Clinic and its inpatient facility. The latter 
included 7 nurses and 20 psychiatric resi- 
dents and social workers who carry the 
bulk of our treatment cases. The mothers’ 
ages ranged from 22 to 47 with a mean of 
35. The fathers’ ranged from 26 to 59 with 
a mean of 39. In this predominantly middle 
class group, the mothers’ education level 
ranged from 9 to 16 years with a mean of 
125; the fathers’ range was 8 to 19 years 
with a mean of 13. 

Data of two types were obtained from 
both groups. The first was a measure of 
information and opinion concerning men- 
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of Communications Research of the Univer- 
sity of Ilinois.* It consisted of a series of 
statements concerning mental health prob- 
lems, followed by a seven-point scale, rang- 
ing from an anchor point of Completely 
Disagree to one of Completely Agree. All 
subjects were asked to indicate the extent 


of their agreement or disagreement with 
such statements as: 


1. Will power alone will not cure mental dis- 


orders. 

2. Psychiatrists try to show the mental patient 
where his ideas are incorrect. 

3. Mental health is largely a matter of trying 
hard to control the emotions 


These 40 items were factor-analyzed into 
ten factors of four questions each that re- 
lated to the following thumbnail-sketched 
concept clusters: 


1. Look and Act Different: The mentally ill are 
obviously aberrant in manner and appearance. 

2. Will power: People who are mentally ill are 
not utilizing will power and trying to get 
better. 

3, Sex Distinction: Women are more likely to 

mental disorders than men. 

4, Avoidance of Morbid Thoughts: Positive 
thinking is the key to mental health. 

5. Guidance and Support: Mental health is main- 
tained by relying on strong persons in the 
environment. 

6. Hopelessness: Little can be done to cure men- 
tal disorders. 

7. Immediate External Environment vs. Person- 
ality Dynamics: Immediate environmental 
pressure (and not personal history) is the 
prime etiological agent in mental disorder. 

8. Non-Seri : Emotional difficulties are 
really trivial matters, 

9. Age Function: Older persons are more prone 
to emotional disorders. 

10. Organic Causes: A mental disorder is caused 
by organic factors and nervous system disease. 


The phraseology of these factors is in 
terms of the misconception end of the 
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continuum; thus agreement with the con- 
tent of a factor means subscribing to the 
popular fallacies concerning its content. 

The second set of data consisted of a 
measure of attitudes towards and connota- 
tive meaning of mental health concepts. 
The Semantic Differential measuring in- 
strument è was used for this purpose. All 
subjects rated 21 concepts along seven- 
point scales linking bipolar adjectives. 
These adjective-pairs cluster into four fac- 
tors: 

Evaluation, defined by scales like good-bad. 
Potency, defined by scales like strong-weak. 
Activity, defined by scales like fast-slow. 
Understandability, defined by such scales as 
understandable-mysterious. 

Concepts rated were selected for their 
relevance to such conceptual areas as pro- 
fessional personnel, family time perspective 
and forms of childhood disturbance, and 
included the following: (1) Treatment: 
psychiatric clinic, psychotherapy, psychia- 
trist, psychologist and social worker; (2) 
Family: marriage, family, mother and 
father; (3) Time: past, present and future; 
(4) Disturbance: a child who always feels 
lonely, an emotionally ill child, a child who 
always feels guilty, a child who feels un- 
reasonably depressed, a child who is in- 
capable of finishing anything, mental ill- 
ness, an overprotective mother, rejection 
and anxiety. 

All parents were tested at the time of 
their intake or initial treatment contact. 


RESULTS 


Results were displayed in several tabula- 
tions and graphs.* One of the most strik- 


* Available on request from Dr. Leslie R. Rab- 
kin, Department of Psychiatry, University of Wash- 
ington, Seattle, Washington, 98105. 

+ Based on an analysis of responses from some 
700 geographically scattered individuals tested a 
decade ago by The Institute of Communications 
Research, 
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ing findings was this. The responses of the 
general public + generally fall towards the 
more “incorrect” side of the three groups. 
The largest discrepancies were in factors 
3, 4, 5 and 8. Thus the public, more than 
our group of parents, feels that women are 
more prone to mental disorder than men; 
that the avoidance of unpleasant thoughts 
is a viable mental hygiene panacea; that 
reliance on a strong environmental figure 
is a useful mental health measure; and that 
emotional problems are not very serious 
matters. 

The differences among our three groups 
are very slight, the chief ones occurring on 
factors 3 and 4. Concerning sex differences, 
we find a close similarity between the scores 
of mothers and staff. Both groups said that 
women are more susceptible to emotional 
problems than men. Fathers are in dissent, 
disagreeing with this characterization. On 
factor 4 (avoidance of morbid thoughts) 
mother and father are in agreement, while 
the staff finds such maneuvers less useful. 
Although there is some shifting of the rela- 
tive positions of mothers, fathers and staff 
on the other factors, their overall scores are 
similar. 

Mean scores of parents and staff show 
agreement on such specific opinions as the 
following: 


1. Mental disorder is not a hopeless condition. 

2. Mental health is one of our most important 
national problems. 

3. Children sometimes have mental breakdowns 
as severe as those of adults. 


Similarly, there is a good deal of joint 
parent and staff disagreement with state- 
ments such as: 


1.Few people who enter mental hospitals ever 
leave. 

2. Not much can be done for a person who de- 
velops a mental disorder. 

3. Emotional problems do little damage to the 
individual. 


Disagreements between parents and staff 
appear most clearly on items such as: 


1. The main job of the psychiatrist is to recom- 
mend hobbies and other ways for the mental 
patient to occupy his mind. 

2. The best way to mental health is the avoidance 
of morbid thoughts. 


In both cases, parents agree with these 
statements to a greater degree than does 
the staff. 

In appraising the Semantic Differential 
data, we will here focus on both the abso- 
lute ratings of each concept, as made by 
parents and staff, and the similarities and 
differences between their ratings. In the 
interest of brevity, only the most important 
factors, Evaluation and Understandability, 
will be discussed. The Evaluation factor 
is considered the best attitudinal measure, 
expressing most clearly the valence (degree 
of favorableness and unfavorableness) of 
the subjects’ attitudes. Understandability 
is concerned with the clarity of meaning of 
a concept. In this tabulation,* the highest 
obtainable rating is 7. Measurement error 
tends to make this smaller, so that ratings 
in the vicinity of 6 can be considered as 
highly positive. Included are several rat- 
ings obtained by the Illnois group from 
their population sample. In general, the 
mental health professionals, psychotherapy 
and the clinic itself are evaluated quite 
Positively by parents and staff, as are the 
concepts relating to family life. The rat- 
ings for psychiatrist, psychologist and social 
worker are similar to those made by the 
general population. Attitudes towards time 
Concepts occupy a middle ground between 
the family-professional concepts and those 
relating to disturbance. Among this latter 
group, rejection, an overprotective mother 
and mental illness consistently obtained the 
lowest, most negative ratings. 

On the Understandability factor, scores 
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are generally lower, clustering around the 
mid-point and below, although the pattern- 
ing of responses is similar to that on the 
Evaluation factor. Combined with the 
overall lowering of scores is the fact that 
concepts rated at the bottom—e.g., an emo- 
tionally ill child and mental illness—are 
given very low ratings, especially by par- 
ents. 

On an overview, all three groups show 
the “right” set of responses: mental health 
professionals, their treatment and the fam- 
ily are evaluated positively, while disturb- 
ance is conceived of in negative terms. 
However, all groups display a lessened un- 
derstanding of what is going on. 

Comparisons between groups pinpoint 
some of our sources of strain, as reflected 
in differing conceptualizations and atti- 
tudes of the involved parties, particularly 
parents and staff. 

Parental differences: Although there are 
no statistically significant differences be- 
tween mothers and fathers in their ratings 
on any of the 21 concepts, their ordering 
of concepts is suggestive. Fathers rate them- 
selves at the top on both the Evaluation and 
Understandability factors, while both par- 
ents rate the mother on the Evaluation fac- 
tor several notches lower. This may be a 
reflection of fathers’ oft-noted greater de- 
fensiveness. 

Mother-staff differences: Non-parametric 
tests of significance show mothers to have 
more favorable attitudes than the staff 
towards psychotherapy, the psychiatric 
clinic and family. Staff showed significantly 
more favorable attitudes towards two nega- 
tive concepts, mental illness and rejection. 
In terms of Understandability, staff rat- 
ings were significantly higher for the con- 
cepts an emotionally ill child, a child who 
is incapable of finishing anything, an over- 
protective mother, rejection, mental illness 
and the present, all beyond the .01 level, 
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and a child who always feels guilty, beyond 
the .05 level. 

Father-staff differences: These were fewer 
in number. On the Evaluation factor, fath- 
ers rated the concepts of father and family 
significantly higher while the staff again 
gave mental illness a higher rating. Under- 
standability ratings showed the staff signifi- 
cantly higher, beyond the .01 level, for the 
concepts psychologist, mental illness, an 
emotionally ill child, a child who feels 
unreasonably depressed, a child who always 
feels lonely and the present; and beyond 
the .05 level for a child who is incapable 
of finishing anything. The fathers’ lone 
higher rating for this factor was on the con- 
cept father. 

Difference scores: These are indices of 
similarity among concept ratings and, there- 
fore, conceptual organization. They were 
calculated for mother-father, mother-staff 
and father-staff ratings and produced a sim- 
ilar picture. Mothers and fathers “think 
more alike” about each of these concepts 
than do parents and staff. 

Finally, sign test comparisons of parent 
ratings of the three professionals showed a 
significant difference for both mothers and 
fathers on the Understandability factor in 
favor of the social worker. That is, parents 
rate the social worker as more understand- 
able than either the psychologist or psy- 
chiatrist. 


DISCUSSION 


For several reasons, our work with parents 
(whether in terms of simple history-taking 
or the more complex interaction of therapy) 
is often arduous and strained. The one 
strain most commonly focused on is the 
difficulty in communication engendered by 
the parents’ psychologic resistance to treat- 
ment, their defensiveness, guilt and anxiety 
or (focused upon when we feel particularly 
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stymied) their downright malevolence and 
wish to keep the child enmeshed in his 
pathologic adjustment patterns. 

What we have tried to evaluate in this 
study is another aspect of the problem of 
communication. Do the words and concepts 
we use in the clinic mean the same thing 
to parents? Or are we operating on differ- 
ent wave-lengths? Most of the concepts that 
we rated did show differences in meaning 
for staff and parents. Although both groups 
show the “correct” negative attitudes to- 
wards disturbance, as exemplified by con- 
cepts like “an emotionally ill child,” and 
“mental illness,” their level of understand- 
ing of these terms is quite different. Allied 
to this difference in meaning and compre- 
hension is the higher ranking by staff, on 
both factors, of the concept “the past,” in 
comparison with the other two time con- 
cepts, while parents, who seem to under- 
stand “the past,” tend to evaluate “the 
future” more highly. In addition (and 
again tied to the language problem), al- 
though parents evaluate all mental health 
professionals similarly, they do find the 
social worker more understandable than 
either the psychologist or the psychiatrist. 
Clinical experience certainly lends credence 
to this finding. We often hear parents com- 
menting to the effect that the social worker 
“speaks our language.” 

Interesting, too, is the finding that the 
idea of “a lonely child” is rated somewhat 
higher than other kinds of disordered chil- 
dren. This suggests there may be a series 
of descriptions of children that range along 
a continuum of the degree of compassion 
and other favorable attitudes they arouse 
in both parents and staff. Obviously value 
orientations come into play here, and we 
may find on further exploration that such 
descriptive adjectives as “lonely” and 
“afraid” arouse more positive attitudes in 
the clinic population because of their mesh- 


ing with the middle class parents’ (and 
staff's) own social anxieties. 

Several noteworthy findings emerge from 
our information questionnaire. We note 
that those who seek treatment (at least 
for their children) are, as a group, better 
informed than the general population. 
Phis is related to social class and educa- 
tional factors. Our clinic, like most others, 
caters predominantly to a better-educated, 
middle class group—to people who gen- 
erally do have more correct information 
about such matters. Even these parents, 
however (as shown by their response on 
information factor 4), are still prone to 
put more faith in denial and the avoidance 
of bad thoughts as a mental hygiene meas- 
ure than are the clinic staff. The staff's 
responses to this factor and factor 10 (Or- 
ganic Causes) make very clear their psy- 
chogenic orientation. 

Another source of strain is the discrep- 
ancy between father- and mother-staff no- 
tions about sex differences in mental health 
(factor 8). The agreement between the 
mother and the staff, that she is the more 
sensitive one, may look to the father like 
a coalition designed to cut him out from 
consideration as another “hurt” party. It 
may also reflect our continuing overcon- 
cern with the maternal role in family 
pathology. 

Obviously, we are dealing here with only 
a small part of the story. Questions which 
come immediately to mind are: what effect 
do such differing conceptual systems have 
on family treatment? Is parental deviation 
from the staff norms an index of treatment 
Success or failure? Do these systems change 
in the course of treatment, and if so, in 
which direction? 
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What we have examined is a form of 
“semantic confusion” whereby terms mean 
one thing to the professional staff and are 
construed in a different light by those with 
whom the staff has to communicate. From 
the standpoint of communication analysis, 
we are dealing here with what has been 
called pragmatics, or the relation of signs 
to their interpreters. As Redlich * pointed 
out in his study of the patient's language, 
“understanding occurs when identical ex- 
pectations are raised by the same sign in its 
different users.” He found that patients 
did not have the same understanding of 
physician’s words as did the physician (he 
was concerned more with medical terms) 
and that such confusion often led to an 
unfortunate upsurge of anxiety. Similarly, 
identical expectations do not seem to be 
aroused in staff and parent groups by the 
concepts we examined. 

Perhaps it is time that we all joined in 
an attempt to develop a glossary of “signs” 
for use in our clinical communication, 
signs about which most interpreters would 
agree. There is confusion enough as to the 
meaning of concepts on the professional or 
“theoretical” level. Let us at least try to 
speak clearly and understandably to our 
patients. 
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Some maternal attitudes 


towards conception 


Most babies in industrial societies these days 
are born in hospital maternity wards. Here 
interaction between a mother and her new- 
born is initiated in the presence of trained 
nurses during the feeding episodes. The 
prevailing atmosphere is one of efficiency 
and standardization, where the major con- 
cern is the fleeting commodity of time. 
Many mothers (especially primiparas) seem 
unprepared for such an experience. Most 
mothers lack the skill of “mothercraft.” 
This includes the art of initiating a satis- 
factory interaction between the mother and 
her newborn baby. It used to be passed on 
from one generation to the next through 
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watching, modeling and an apprenticeship 
lasting months and often years. The locus 
was the home of the extended family, 
which included several experienced moth- 
ers. Today such regular transmission of 
mothercraft is non-existent. A fragment of 
it is imparted to an already pregnant 
woman in an atmosphere of haste and pres- 
sure in the lecture halls of maternity clinics 
or the out-patient divisions of general hos- 
pitals; this is done in a few sessions through 
a process of rapid indoctrination. The 
interested, the curious, the perfectionist, the 
anxious and the doubtful mothers-to-be 
(among countless other categories) supple- 
ment this recently acquired “information” 
on the subject by consulting the writings 
of Dr. Spock, by questioning friends who are 
already mothers and perhaps by the absorp- 
tion of dramatic “knowledge” printed hap- 
hazardly in women’s magazines picked up 
at the check-out counter of our supermat- 
kets. The exchange of knowledge between 
a mother-to-be and her own mother is rare. 


Maternal attitudes towards conception 


Chances are that the grandmother-to-be has 
little to offer. In the absence of any further 
determining influences, one would there- 
fore expect mother-neonate interaction ob- 
servable in the maternity ward to show a 
certain uniformity and standardization. But 
such expectation would seem unwarranted. 

In an extended observation of mother- 
neonate interaction on the wards of a large 
maternity hospital in Jersey City, N.J., the 
mothers in residence showed remarkable 
differences among one another in regard to 
handling their babies during the feeding 
episodes. These were the only times the 
mother spent with her newborn. Typically, 
a mother retained her characteristic way of 
handling the baby throughout her stay at 
the hospital. The ethnic backgrounds of 
these women varied considerably, but the 
differences in baby handling were too strik- 
ing and extreme to stem solely from a collec- 
tive element, ethnic, cultural or regional. 
Since the social backgrounds of these moth- 
ers were similar, the possibility of a link be- 
tween maternal handling of her neonate 
and more personal factors (maternal atti- 
tudes towards the baby) seemed worthy of 
Investigation. 

A pilot study on mother-neonate inter- 
action was begun in July, 1962, with resi- 
dents of the Margaret Hague Hospital in 
Jersey City. Our mothers were systematic- 
ally observed and filmed while feeding their 
hewborn babies during the first 96 hours 
of the neonates’ lives, which coincided with 
the stay at the hospital. 

Concurrently, a survey was undertaken of 
maternal attitudes and related subjects 
among the observed (and filmed) mothers, 
and also among a larger group of mothers 
who were in residence at the Margaret 
Hague Hospital between July, 1962, and 
March, 1963, 

_ All interviewed mothers were in the low- 
income group. Most, indeed, were from 
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families living on a subsistence level. The 
head of the family was usually an unskilled 
worker. He and his wife (the interviewed 
mother) typically had less than a high school 
education. 

Jersey City is a medium-sized community 
with 276,000 inhabitants. Unlike develop- 
ments in the rest of the U.S.A., its popula- 
tion declined by about 8 per cent between 
1950 and 1960. Besides this actual loss in 
sheer numbers, many residents spend part 
of the day away from the city. Indeed, some 
45 per cent of the working population seek 
gainful employment outside the city bound- 
aries. The centrifugal tendency is height- 
ened by internal circumstances. About 12 
per cent of the population are foreign-born 
(Italian, Irish, Polish, Puerto Rican). An- 
other 24 per cent came from foreign-born 
parents of similar ethnic affiliation who 
more or less cling to the old ways. 


The Site and the Sample 


The Margaret Hague Maternity Hos- 
pital in Jersey City is one of the largest and 
finest institutions of its kind on the Eastern 
seaboard. The mothers coming in for de- 
livery represent a fair cross-section of the 
lower-income stratum of the population of 
Hudson County and the city. On the aver- 
age, between 900 and 1,000 children are de- 
livered here every month. At the time of 
this study, the hospital’s obstetric and pedi- 
atric division was affiliated with the New 
Jersey College of Medicine and Dentistry. 

In this pilot study, 215 mothers were 
interviewed. The selection of subjects was 
random, within certain limitations. Moth- 
ers who could not communicate in English, 
or who were not yet strong enough to talk, 
were excluded. It could happen, therefore, 
that by the time the next interview period 
took place a mother originally selected as a 
subject had left the hospital. (It is not 
unusual for a mother to sign herself out of 
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the hospital 48 hours after giving birth.) 
But those excluded for linguistic difficulties 
and other reasons did not exceed ten per 
cent of those available for sampling. 

In the clinic wards of the Margaret Hague 
Hospital, four mothers share a room. Aver- 
age stay these days is about 80 hours. They 
spend about four hours daily with their 
newborns during four feeding episodes of 
one hour each; at night, at 2 A.M., the 
babies are fed by the nursing personnel. 

There was a wide range of variation in 
the way the mothers fed, burped and 
handled their newborns; similarly there 
were significant differences in the phe- 
nomena that accompanied these activities. 
For example, while feeding, some mothers 
carried on a continued “conversation” with 
their babies, pinched their mouths; handled 
their heads, rocked their bodies, rhythmic- 
ally or arrhythmically, up and down or side- 
wise, and played with them after the feed- 
ing. Other mothers remained apathetic 
and listless, regardless of the child’s tem- 
perament, and seemed generally uninter- 
ested. A sizeable group of mothers seemed 
anxious to expedite the pace of the feeding. 
Many women, regardless of their other be- 
havior patterns, were frequently seen to 
interrupt the feeding process, taking the 
bottle out of the baby’s mouth, often unex- 
pectedly, to check the milk level. Appar- 
ently they did this in accordance with the 
instruction that, after the ingestion of a 
specified quantity of milk, burping the baby 
is imperative. Other mothers, however, dis- 
pensed with the checking and burped their 
babies periodically without disturbing the 
feeding. Apparently they intuitively sensed 
individual needs. Thus a wide spectrum of 
the mother’s general behavior was here re- 
vealed in the process of handling the new- 
borns. One is tempted to interpret the 
meaning of the behavior severally, that is, 
in isolation as a manifestation of the moth- 
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er's specific personality. Yet clinical obser- 
vations suggest that the way a given mother 
handles her child in the first few weeks is 
often unique, and in many details unlike 
the treatment she accords, or has accorded, 
her other children. There is then no fixed 
relationship between the handling of a baby 
and the underlying motives. Practically 
speaking, the relationship of mother-baby, 
the interactional framework, is more likely 
to provide understanding of the observed 
behavior than the framework of individual 
psychology. 

In line with this reasoning, a set of ques- 
tions was directed to the mothers, yielding 
data presented here in the form of tables. 


The Results of the Survey 


1. How did you feel when you first be- 
came aware of your pregnancy? 


TABLE 1 
Attitude towards the baby at, time 
of conception 
N=215 


(delayed affirmation) 
“Tt came too soon” 


Mixed feelings .........+5 Ar? 5% 
Not looking forward to baby ll 
Nothappy ..-.--++2++++> .27 88% 
Indifferent ... al 
EE a sas pse sen TA ah) 4% 


Thus only slightly more than half of 
the mothers were happy without reser- 
vations when they became aware of their 
pregnancy. Five per cent had reservations, 
38 per cent were unhappy, and four per 
cent were neutral about the coming baby. 
The size of the group with negative feel- 
ings towards their conception is impressive. 
The implication of these figures for the 
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child’s prospective emotional and physical 
well-being cannot be ignored. It is there- 
fore interesting to explore to what extent 
the maternal attitudes derive from external 
or situational circumstances. 

The answers to the next question—how 
many children had they borne—served to 
qualify the findings of Table 1 which, for 
purposes of simplification, are now con- 
densed into two major categories “happy” 
and “other than happy.” 


TABLE 2 
Attitude towards motherhood 
and parity 
Primipara Multipara Unknown 


(N=146)  N=3) 


(N=66) 
Happy 84% 36% 
Other than 
happy 16 64 100 
100%, 100% 100% 


It can be seen that the large majority of 
women who had their first child welcomed 
their pregnancies (84 per cent) while among 
the multiparas only slightly more than one 
third (36 per cent) were happy about the 
event. The age factor (see appendix) did 
hot alter this. In what way do multiple 
Pregnancies influence the maternal atti- 
tudes towards further conception? 

Table 2A suggests that the connection 
between maternal attitudes towards con- 
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TABLE 8 
Attitude towards motherhood 
and religion 


Catholics Protestants Other 
(N=82 = (N=128)  (N=5 
Happy 60%, 48% 60% 
Other than 
happy 40 57 40 
100% 100% 100% 


ception and the number of previous births 
is curvilinear; the proportion of mothers 
with negative attitudes does not rise in re- 
lation to previous pregnancies. Thus more 
mothers (44 per cent) are happy carrying 
their fourth child than those who carry 
their third child (34 per cent). But the 
sample is too small to allow a definite con- 
clusion. Perhaps the mother’s background 
will shed more light on this phenomenon. 
(See Table 3). 

In the group of Catholic mothers, the 
proportion of those who did not welcome 
their current pregnancy is substantial (40 
per cent) but remains a good deal below 
that of Protestant mothers (57 per cent). 
In the absence of further information, one 
is tempted to attribute this difference to 
religious beliefs. It is therefore important 
to mention here that in the group of Catho- 
lic mothers there was a fairly large segment 
of women of Puerto Rican parentage with 
whom it was not possible for the interview- 
ers to achieve optimum rapport within the 


TABLE 2A 
Attitude towards motherhood and multiparity 
Second child Third child Fourth child Five or more children 

(N=59) (N=27) =24) (N=36) 
Happy 46%, 34% 44% 31% 
Other than happy 54 66 56 69 

100% 100% 100% 100% 
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TABLE 3A 
Altitude towards motherhood, religion and parity 
Catholics 
(N=82) 
First Second Third Fourth Five or 
child child child child more children 
(N=25) (N=28) (W=10) (N=8) (N=) 
Happy 92% 50% 50% 50% 34% 
Not happy 8 50 50 50 66 
100% 100% 100%, 100% 100% 
Protestants 
(N=125)* 
(N=38) (N=32) (N=16) (N=16) (N=23) 
Happy 66% 38% 25% 44% 30% 
Not happy 34 62 75 56 70 
100%, 100% 100% 100% 100% 


* Unknown parity reduces the number of Protestant mothers. 


few minutes of the interview. Had these 
mothers been interviewed in their native 
tongue (possible in only a few instances) 
many would have disclosed their negative 
attitudes towards their pregnancies. It is 
fair to say then that the “other than happy” 
figures for Catholic women perhaps un- 
derstates the actual size of that segment. 
For technical reasons, it was not possible 
to determine the actual number of mothers 
of Puerto Rican extraction. By combining 
data contained in the last three tables, we 
obtain Table 3A, which sheds light on the 
link between maternal attitudes, religion 
and parity. 

Bearing in mind the smallness of this 
sample when broken down into the sub- 
groups, one can only point to a trend sug- 
gesting that in general Catholic mothers 
are more consistent, which indicates that 
the number of pregnancies co-determines 
their attitudes. Generally speaking, they 
are more favorably disposed to conception 
than their Protestant counterparts, up to 
their fourth child. 
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Protestant mothers show a more “neg- 
ative” attitude, but the fluctuation as the 
number of pregnancies increases suggests 
a conflict of motives which cannot be con- 
firmed or disproved by the data collected in 
this project. 

To what extent is the mother’s attitude 
toward the pregnancy influenced by her 
life plans? Is the negative attitude gener- 
ated by the feeling that the pregnancy in- 
terfered with her long-range plans? 

Attitudes towards motherhood are not 
closely connected with the realization of 
long-range life plans; the proportion of 
mothers who feel that the pregnancy pre- 
vented them from carrying out these plans 
remains below 15 per cent among both the 
“happy” and the “other than happy” group. 
To what extent does the marital status pro- 
vide a motive for these expressed atti- 
tudes? (See Table 5.) 

Marital status seems to have little bearing 
on attitudes towards motherhood. Indeed, 
the proportion of unmarried mothers is 
so negligible (14 per cent in the “other than 
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TABLE 4 
Pregnancy and long-range life plans 
Happy Other than happy 
(N=108) (N=107) 
Pregnancy interfered 
with life plans 
Yes 1% 13%, 
No 93 8t 
No answer .. 2 
100% 100% 


happy” column) that it hardly influences 
the over-all picture. However, if one looks 
at this table for a moment horizontally— 
that is, across the first and last rows—one 
notes a striking (though not surprising) 
difference between the married and un- 
married mothers. Slightly more married 
mothers are happy about their pregnancy 
than otherwise, but the proportion of un- 
married mothers who are unhappy about 
the event is twice as large as that of the 
happy ones (fourteen against seven per 
cent). 

A painful pregnancy may generate a 
negative attitude towards the coming baby 
and so may other experiences connected 
with the pregnancy. These experiences 
may well haye shaped the maternal atti- 
tudes towards conception, even though the 
mother asserted that she reported only atti- 


TABLE 5 
Attitude towards pregnancy 
and marital status 


Happy Other than happy 
(N=108) =107) 
Married 
90' 83 
Separated or 4 ig 
Widowed 3 3 
Never married 7 14 
` 100% 100% 
LO 
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tudes already crystallized at the time she 
became aware of her pregnancy. Tables 
6, 7 and 8 examine this contingency. 

All mothers in this sample were in fairly 
good health and very few had somatic ill- 
ness. The only “suffering” the subjects re- 
ported was caused by morning sickness. 
The figures in the table suggest that it had 
no appreciable influence on attitudes to- 
wards the babies. It is true, though, that 
as a group the “happy” mothers-to-be felt 
somewhat better than the “other-than- 


TABLE 6 
Altitude towards pregnancy 
and morning sickness 


Happy Other than happy 
(N=108) (N=107) 
Extensive morning 
sickness up to 
$rd month 82% 48% 
Morning sickness 
after 3rd month 6 10 
Practically no 
morning sickness 56 46 
Felt better than 
ever during 
pregnancy 6 1 
100%, 100%, 


happy” group (62 vs. 47 per cent, the sum 
of the last two rows). 

Worry (according to the figures in Table 
7) can be ruled out as a generator of nega- 
tive attitudes towards motherhood. A fur- 
ther analysis of Table 7 (see Table 11) 
shows that the “happy” mothers are more 
worried about the baby’s intactness and his 
and their own health (65 vs. 53 per cent) 
while the “other than happy” mothers are 
more preoccupied with economic problems 
and the baby’s care (31 vs. 14 per cent). 

A final element requires examination. 
In view of the low standard of living of 
the interviewed mothers, whose families 
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TABLE 7 
Attitude towards motherhood 
and worries 


Happy Other than happy 
(N=108) (N=107) 
Worried during 
pregnancy H% 42% 
Not worried 55 57 
No answer 1 1 
100% 


100% 


existed on the subsistence level, family 
planning may play an important role. In 
Jersey City the idea of family planning is 
no longer uniformly rejected among Cath- 
olics and the rhythm method is not banned. 
Puerto Rican immigrants, too, are likely 
to be familiar with contraceptive methods 
widely publicized in their homeland. 

To avoid any complications that could 
arise by a frank exploration of the topic, 
an indirect question was addressed to the 
mother, “Were you surprised when you be- 
came aware of your current pregnancy?” 
This phrasing, it was hoped, would dis- 
close the relevant information. 

If one accepts the notion that the sur- 
prise of the mother indicates that she did 
not expect to get pregnant at the time, 
then the figures suggest that the unex- 
pectedness of the pregnancy had little if 


TABLE 8 
Attitude towards motherhood 
and expectation 


Happy Other than happy 
(N=108) (N=107) 
Expectation 
Surprised ULA 62% 
Not surprised 19 25 
No answer 10 13 
100% 100% 


556 


any bearing on the rejection of mother- 
hood. In fact, the percentage of those who 
are surprised is higher among the “happy” 
mothers. 


SUMMARY AND CONCLUSIONS 


1. Only slightly more than one-half of 
the mothers said that they welcomed their 
babies without reservations at the time of 
conception. These figures are conserva- 
tive and would seem to maximize the actual 
number of those wanting their children. 
The data further reveal that among multi- 
paras, those wishing to have a baby at that 
particular time exceed only slightly one- 
third of the total sample. These figures 
refer to mental attitudes at the time of con- 
ception and do not necessarily hold true for 
the time of delivery. Many readers may 
wonder at this point whether another ques- 
tion dealing with maternal attitudes at 
the time of delivery might not clear up the 
matter. This is erroneous. In fact, such 
a question was asked. Many “other than 
happy” mothers volunteered the informa- 
tion that they eventually “accepted” the 
baby, became more favorably disposed to- 
wards it and so on. However, this was àa 
lengthy change with many fluctuations. 
The writer feels that this is in the nature 
of a process, the study of which requires 4 
prospective rather than a reconstructive ap- 
proach. Consequently, it would call for 
a series of interrogations during the course 
of the pregnancy. 

2. It was established, as far as this sample 
goes, that the religious affiliation of the 
mother, her marital status or economic 
hardship cannot fully explain the high rate 
of rejection of motherhood. Moreover, the 
suffering connected with intensive morning 
sickness and worries of any kind do not en- 
gender these attitudes, which the mother 
then would tend to date back to the 
moment of the conception. 


Maternal attitudes towards conception 


A state of affairs in which about one- 
half of the children born are unwelcome at 
the time of conception can certainly not be 
ignored by a society which strives to provide 
optimal opportunities and care for its mem- 
bers and makes a major effort to insure the 
well-being of its children, whether in the 
area of health, education or economic se- 
curity. It is felt that an unwanted child has 
a chip on his shoulder right from the day 
of his birth; he is bound to be victimized 
in some respect by this very circumstance. 
A society which is concerned with popula- 
tion policies should make sure that those 
who are born are also wanted in this world. 
The first step in the implementation of 
such a policy is to detect the reason or rea- 
sons that make so many mothers oppose 
their pregnancies, 


APPENDIX 


TABLE 9 
Age distribution 
Age 


Under 15 years eedan eee nee 1% 
16-20 


COBLINER 
TABLE 10 
Race and religion 
Protestants Catholics Other 
Race (128) (82) ) 
White 17% 86% 100% 
Non-white 83 l4 . 
100% 100% 100% 
TABLE 11 


Breakdown of “worry” category 
among pregnant women 


(Elaboration of Table 7) 


Happy Other than happy 
(48) (45) 
Baby's intactness 
Health 
Prematurity 
Fear of losing baby 44% 38% 
Own Health 
Survival 
Labor 21 15 
Financial concern 12 22 
Own and baby’s health 2 7 
Health and financial 
concerns 7 
Baby’s care 2 9 
Miscellaneous 19 2 
100% 100% 
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Pre-intake dropout in 


To a major degree, a psychiatric clinic 
defines its responsibilities through its in- 
take policies. These policies depend in 
part on the interests and orientations of 
those in charge, as well as the clinic’s fi- 
nancial structure and the local needs and 
demands for psychiatric care. In the last 
few decades, more attention has been paid 
to the non-hospitalized psychiatric patient. 
As new facilities have been developed to 
broaden the range of available services, it 
has been necessary for psychiatric clinics to 
re-evaluate their procedures. 

In this paper we examine that segment 
of a clinic population that seeks an initial 


Dr. Errera is chief of the Psychiatric Clinic and 
associate professor of Psychiatry at Yale University 
School of Medicine, New Haven, Connecticut. 


Mrs. Davenport and Miss Decker are research as- 
sistants at the same institution. 


* A separate, active walk-in service operates as part 
of the general hospital emergency room. 
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a psychiatric clinic 


appointment but does not follow through 
with the scheduled interview. We wonder 
to what extent our administrative structure 
and policies are responsible for these early 
dropouts, what some of the other contrib- 
uting factors may be and how these ap- 
plicants differ from those who do become 
clinic patients. This clinic is part of a 
general hospital serving primarily the 
300,000 people of the greater New Haven 
area. Through its affiliation with the Yale 
University, it is a training facility for rest 
dents in the Department of Psychiatry and 
selected medical, psychology and social 
work students. 

Of our study group, most clinic contacts 
were initiated by telephone; only a few 
patients wrote for an appointment of 
walked in directly.* When a professional 
individual, relative or friend makes an 
inquiry for someone else, the chief of the 
secretarial staff asks that the potential pa 
tient make the contact with the clinic him- 


self. An appointment time is then ar- 
ranged. If appropriate, the call is turned 
over to a social worker directly or to the 
psychiatrist on call. To be eligible for 
clinic services, an applicant must be at 
least 18 years of age, come from a family 
whose gross income does not exceed $10,000 
a year and be a resident + of the greater 
New Haven area or a neighboring com- 
munity that has no more readily available 
appropriate treatment facility. 

Applicants whose problem is primarily 
one of alcoholism or mental retardation 
are encouraged to apply to the local alcohol 
or mental retardation clinic. All others 
who express an interest in coming are 
offered the opportunity to do so. 

Follow-up material for this project was 
obtained from clinic records, home visits 
and telephone interviews. 


FINDINGS 


Five hundred and sixty telephone applica- 
tions were recorded during a ten-month 
period ending in May, 1963. Of these, 
70 per cent resulted in the scheduling of a 
clinic appointment (73 per cent kept this 
appointment). For 20 per cent a further 
call from the patient prior to arranging 
a clinic visit was requested by us or by the 
applicant (70 per cent came in). The 
Temaining 10 per cent were referred else- 
where—half to the hospital emergency 
toom and the other 50 per cent to private 
Psychiatrists, neighboring psychiatric clinics 
or other community resources (36 per cent 
eventually came to our clinic anyway). 
Only three applicants presented themselves 
im such a way that no services were recom- 
mended. We noted that a disproportion- 
ately large number of young adults seemed 
More likely to keep their appointments 
than did their elders, and we found an 
underrepresentation of males who (more 
than females) kept their appointments. 


Pre-intake dropout 
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We are intrigued by, but unable to explain, 
the low dropout rate among the 56 to 65 
year old group, as they do not appear sicker 
or better educated than the older or 
younger applicants. A breakdown by reli- 
gion reveals that non-Christians and those 
disclaiming any religious affiliation are the 
most likely to follow through with the 
clinic visit. 

Twelve per cent of the study initially 
walked in rather than telephoned the 
clinic. The “walk-ins” usually seemed 
under greater pressure yet fewer became 
patients (59 per cent versus 69 per cent), 
possibly because, like many of the emer- 
gency room patients, they tended to be 
present-oriented and less able to wait sev- 
eral days for their scheduled appointments. 

There were more applicants at the be- 
ginning than at the end of the week. These 
were more likely to become clinic patients, 
as were those who requested that no letters 
be mailed or phone calls made to their 
homes, lest their families know of their 
contact with the clinic. An acknowledged 
previous psychiatric contact was not a 
significant variable. 

The inquirer in 64 per cent of applica- 
tions was the patient himself; 70 per cent 
of these came in for an appointment. 
Where the family made the first contact, 
only 60 per cent appeared. When the law 
or a social agency inquired, only 50 per cent 
kept their appointment. The highest fol- 
low-through rate (75 per cent) was when 
the patient's family doctor made the initial 
inquiry. We were surprised by this, since 
we had traditionally preferred the patient 
himself, rather than the physician, to 
initiate the contact, on the assumption that 
the patient would then be more likely to 
keep his appointment. In the few remain- 


+ The residency requirement is waived for patients 
previously known to this clinic. 
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ae 
ing cases (6 per cent), when the initial con- 
tact was made without the patient's knowl- 
edge, there was a high dropout rate, as 
would be expected. 

Applicants with chief complaints formu- 
lated in psychologic terms were most likely 
to come for an appointment, as were those 
who initially refrained from discussing 
their problems. The latter explained their 
refusals in a variety of ways: some were 
reluctant to discuss personal matters over 
the telephone, others desired to speak only 
to the doctor, a few described their situa- 
tions as too complicated or confusing to go 
into. 

A breakdown by social class! reveals a 
direct correlation between class standing 
and the probability of appearing in the 
clinic. The dropout rate increases as 
we move down the socio-economic ladder. 


FOLLOW-UP STUDY 


A follow-up study was carried out on a 
segment of the group who called in for an 
initial appointment but did not keep their 
scheduled interview. After excluding (for 
practical reasons) those applicants who 
lived outside the greater New Haven area, 
we were left with a sample of 124 persons. 
Of these, 10 refused to speak to us and 33 
were either never in when we attempted 
to reach them or had moved and left no 
forwarding address. In some instances, 
we made as many as five unsuccessful home 
visits. 

The following data were obtained from 
81 applicants by home visits and/or tele- 
phone contacts some two weeks to six 
months after the initial applications. For 
our purposes, the telephone interviews 
compared quite favorably with the home 
Visits. 

We have grouped the explanations these 
people gave for not following through with 
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their initial request. Most of them (75) 
gave one major reason; six gave two. 


Group I. Those who obtained psychiatric as- 
sistance elsewhere prior to their 
appointment with us. (Helped else- 
where) 

Group II. Those for whom coming to the clinic 
was from the start someone elses 
idea and not their own, (Talked into 
it) : 

Group III. Applicants who initially wanted to 
come to the clinic but then, for a 
variety of reasons, became afraid of 
the idea, (Afraid) 

Group IV. Those who applied with the intent 
of also maneuvering their spouse into 
treatment but then the spouse re- 
fused to cooperate. (Spouse-maneu- — 
vered) 

Group V. Those whose coming was hindered by 
our administrative structure and 
policies. (Administrative barrier) ~~ 

We realize that any relatively superficial 

study, such as the present one, will not 
fully identify the complex factors that kept 
these applicants from our doors. And we 
know that our groupings are not mutually 
exclusive and represent varying facets of 
related problems. We use them, neverthe- 
less, as they do provide some clarifying 
information. 


Group I (Helped Elsewhere): 16 Per Cent 


Fourteen of our sample (16 per cent) 
obtained psychiatric assistance elsewhere ` 
after their initial contact and prior to their 
appointment with us. Eleven were hos- 
pitalized at state or VA hospitals; two re 
ceived outpatient shock treatment from a, 
private psychiatrist and one went to an- 
other psychiatric dispensary. Seven of the | 
hospitalized patients gave us no clue as to 
the acuteness of their distress at the time 
of their application. Four did communi- 
cate a sense of urgency and concern over 
having to wait the one week to one month 
before their clinic appointments. When 


they were offered immediate appointments 
-in the adjacent emergency room of the hos- 
pital, they expressed reluctance at using this 
facility (although two eventually did seek 
help there) and said they would rather wait 
the,required time to see a clinic psychia- 
trist. 


‘Group II (Talked into It): 39 Per Cent 


This was our single largest category (39 
per cent). From the start, these patients 
- had not been overly interested in seeing a 
psychiatrist; the idea had been someone 
else's ‘and definitely not theirs. One-third 
_ reported that shortly following the schedul- 
ing of their appointment they had experi- 
enced some relief from whatever had been 
troubling them. They related this im- 
provement to a variety of factors, such as 
talks with clergymen and friends, a visit to 
their local physician or simply “the passage 
of time, Whatever the reason, they were 
glad to be feeling better and saw no value 
in keeping the clinic appointment. 

The remaining two-thirds did not come 
to the clinic, even though their problems 
had remained unchanged. The urgings of 
concerned parents or spouse were not suffi- 
cient for some to overcome their persisting 
reluctance. “Talking will not help me,” 
they said. 

Others would talk only to a person of 
their own choosing. When the selected 
person communicated in some way his 
inability to deal with their problem and 
Suggested instead a psychiatric clinic con- 
tact, they became annoyed and uncomfort- 
able. They allowed the appointment to be 
Made but insisted that they knew all along 
they would never keep it. 


Group III (“Afraid”): 28 Per Gent 


This group accounts for 28 per cent of 
our sample. It consists of people who 


Pre-intake dropout 
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initially expressed a desire to come, but 
then, as the appointment date approached 
(and the immediacy of their initial distress 
diminished), became increasingly concerned 
about the implications of coming to a 
psychiatric facility. ; 

A 20 year old unmarried man asked to come 
to the clinic because he was afraid he might hurt 
someone at home, He wanted to see a psychia- 
trist. As we'had no intake openings for nine 
days and were concerned about the acuteness of 
his presenting problem," we offered to sce him 
immediately in the emergency room. He de- 
clined, thanking us but insisting that he could 
wait until appointment time was available to 
come in as a regular clinic patient. 

He did not appear for his appointment nor 
did he subsequently call us. On our third at- 
tempt at a home visit, we spoke to his mother, 
who then arranged for us to meet with her son 
the following morning. 

Apparently, he had recently been laid off from 
work. One evening, following some heavy drink- 
ing and fighting with the neighbors, he came 
home and found himself in the kitchen with a 
butcher knife in his hand. He became frightened 
“at what the other me was making me do” and 
decided to get some help “before losing all his 
self.” 

At the beginning of the interview, he said that 
he did not keep his appointment (even though 
he felt no better) because the time was incon- 
venient. Later he told us that he had not come 
because he was afraid of seeing someone at the 
clinic who would recognize him and think he 
was insane. 

Others in this group attributed their 
reluctance at following through with the 
appointment to: concern over meeting a 
new doctor, fear of being sent back to the 
state hospital, the family’s objecting to the 
visit, the problem’s no longer seeming so 
important or everything's falling apart. 


Group IV (Spouse-Maneuvered): 7 Per 
Cent 


Six applicants (7 per cent of the sample) 
had applied to the clinic as a way of induc- 
ing their spouses to be seen as well. They 
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viewed their problems solely in terms of the 
pathology of their marital partners. When 
the latter angrily refused to cooperate, 
they themselves lost all interest in coming 
in. These people simply tried to use the 
clinic to manipulate their environment. 


Group V (Administrative Barrier): 11 Per 
Cent 


Our administrative structure and policies 
seem to have contributed to ten dropouts 
(11 per cent of the sample). One woman 
told us she had not understood the reason 
why we would not see her child as well as 
herself; another became angry when she 
learned that we did not do psychiatric 
evaluations for the court; a third wanted to 
see the doctor she had seen three years 
previously and no one else. A fourth 
applicant’s appointment was cancelled by 
us as it was noted that he was a service- 
connected veteran and therefore was eligi- 
ble for a VA clinic. Two applicants in- 
sisted on getting appointments with their 
spouse’s psychiatrist and became annoyed 
when this could not be immediately ar- 
ranged. One thought our fees were too 
high. Two others explained their unkept 
appointments in terms of their feeling that 
only the very poor attend a public clinic. 


DISCUSSION 


We have described a population of ap- 
plicants who did not follow through with 
their initial request for an appointment 
at a psychiatric clinic. Once again? we 
have noted that economic and social factors 
were involved in determining who re- 
ceives psychiatric care. 

The clinic itself has a liberal, open-door 
intake policy, so that in only a few cases 
did its administrative structure and policies 
seem to contribute to the dropout rate. 
The patients themselves and their families 
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were primarily responsible for the selection 
process. 

Frequently, these were people who, under 
some form of inner or environmental stress, 
had discussed their personal concerns with 
another individual who for one reason or 
another was not able or willing to be the 
sole recipient of these communications and 
hence proposed a psychiatric referral. 

The immediate reactions to this were 
mixed. Some had hoped for this type of 
suggestion but had been wary of consider- 
ing'it seriously. They were able to accept 
the idea for a while until the appointment 
was about to become a reality, and then 
all of the forces responsible for their 
initial reluctance returned. 

Others were confounded and angered. 
The idea seemed out of context to them. 
They were not prepared for such a step 
nor was the referrer, unfortunately, capable 
of facilitating it for them through discus- 
sions over a period of time. 

Among those who did reach out to the 
clinic on their own was a group not able to 
maintain its initial resolve in the face of 
growing internal and environmental pres- 
sure. For some, the clinic might have been 
of more assistance had it been willing to 
extend itself further, possibly by means of 
a home visit. In their own homes, appli- 
cants and their families might have been 
able to discuss some of the concerns which 
made them hesitate to come to the clinic. 
This could have either facilitated the re- 
ferral or served as a basis for jointly pre 
paring an alternate plan to deal with the 
problem. 

We are impressed by the significant num 
ber of applicants who became patients in 4 
psychiatric hospital prior to their scheduled 
clinic visit. This might have been avoided 
in some cases had we been able to see them 
immediately instead of asking them to wait 
one to four weeks for their appointments. 


Many were not willing to use the hospital 
emergency room as an alternate facility 
when it was offered to them. It does have 
a psychiatrist on 24-hour call but is located 
in another area of the hospital and has a 
different public image. 


Pre-intake dropout 
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For many years, states, communities and 
private agencies have been putting time 
and money into mental health programs. 
When the programs are discussed, glowing 
reports are usually offered to show their 
value. Yet there have been no adequate 
studies to determine if, indeed, progress is 
being made. Most surveys rely on objective 
evaluation of patient progress, usually ap- 
pointing people with little or no personal 
experience with the program or the popu- 
lation concerned to conduct the evalua- 
tions. 

Evidence has been presented? to show 
that people are capable of subjectively eval- 
uating their own behavior through ques- 
tionnaires. Often, such data are more re- 
liable and revealing than the allegedly 
“objective” material collected through in- 
terviews. 


Mr. Blazer is clinical psychologist in the Mental 
Health Clinic, Chatham County Health Depart- 
ment, Savannah, Ga. 
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Subjective evaluation of 
: 

the effectiveness of a 


mental hygiene clinic 


In the study here reported, former pa 
tients of a mental health clinic in Bristol, 
Virginia, were reached by mail and asked 
to appraise their course of therapy and to 
indicate what progress, if any, had been 
made. Reports were anonymous. 

It is considered relevant to give credence 
to a patient's opinion of his progress. No 
one is better able to determine whether 
he is functioning better in the family, om 
the job and in other interpersonal relation- 
ships. When all is said and done, a patient 
is always the best judge of his relationships 
with people and whether or not he is happy 
and realizing his goals in life. 

Our problem was to gather data of rea 
sonable validity from former patients of a 
mental health clinic about their course 
of treatment and the benefits they believed 
they had received from it. 


SUBJECTS 


Minimum criteria for placement of a forme 
patient in the sample were: (1) over the 
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age of 17, because younger patients were 
not considered mature enough adequately 
to evaluate their treatment and progress 
and parents’ evaluations would violate the 
subjectivity of the study; and (2) ten or 
more treatment visits to the clinic, to allow 
a reasonable time for progress to become 
evident to the patient and to eliminate pa- 
tients who came to the clinic for examina- 
tion and evaluation only, or who dropped 
out of therapy before real progress could 
be expected. 

Clinic records, from the time the clinic 
opened until the date of the study (five 
years and nine months, to October, 1963), 
revealed 80 patients who fulfilled the mini- 
mum criteria. Of these, 51 were females. 
Their ages ranged from 18 to 64, with a 
mean of 30 years. The number of therapy 


sessions ranged from 10 to 136, with a mean 
of 26. 


PROCEDURE 


A simple questionnaire was mailed to each 
subject, enclosing a stamped envelope for 
return of the completed form. Patients 
were not asked to identify themselves, but 
an inconspicuous mark was placed on each 
questionnaire, keyed to the patient's rec- 
ords, This made it possible to match a form 
with the appropriate record. 


RESULTS 


Sixteen of the envelopes were returned un- 
Opened by the Post Office. Ten were 
Marked “unknown,” and three were marked 
change of address expired.” Two were 
stamped “moved, left no address,” and one 
Was “unclaimed.” 

Of the remaining 64 subjects, 32 returned 
the completed form and 32 did not. The 

„Who returned the completed question- 
naire included 23 females. The ages of the 

subjects ranged from 18 to 45, with a 
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mean of 30 years. The number of therapy 
sessions ranged from 10 to 136, with a 
mean of 34 sessions. 

The questionnaire contained five state- 
ments. Here they are, with the answers 
indicated. The number in parentheses be- 
low indicates how many gave that answer: 


1, The symptoms or complaints for which treat- 
ment was sought originally are: 
(4) The Same (27) Better (1) Worse 
2. My understanding of my condition is: 
(7) Excellent (13) Good (10) Fair (2) Poor 
8.1 believe that my relationship with my ther- 
apist was: 
(24) Good (4) Fair (4) In need of improve- 
ment 
4.1 would consider my progress to be: 
(7) Excellent (16) Good (5) Fair (4) Poor 
5. I would recommend the clinic to others who 
could use its service: 
(31) Yes (1) No 


Nineteen added written comments. Al- 
though not asked to do so, five respondents 
signed their names. 

Most studies depending on this kind of 
respondent motivation are well satisfied if 
25 per cent of the subjects answer. In this 
study, 50 per cent of those reached re- 
sponded. It might be said that this large 
number responded because they had favor- 
able comments to make.* This is partly 
true, but those who were dissatisfied had 
an equal opportunity to declare their feel- 
ings. Indeed, several of those responding 
showed dissatisfaction on one or more of 
the statements. 

A word is appropriate here concerning 
the ten questionnaires which were returned 
as “address unknown.” In this clinic pa- 
tients give their name and address and no 
attempt is made to verify either. It may be 
that some patients used false names and/or 
addresses when applying for clinic mental 
health services. Fear of mental health serv- 
ices may account for this, as may embarass- 
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ment in having to use the clinic.* What- 
ever the cause, it would be interesting to 
investigate this specific problem to see how 
prevalent it is in other clinics. Indeed, the 
could be very important in shedding 
on a patient's personality dynamics. 
Thirty-one of the subjects thought their 
symptoms and complaints (for which they 
sought treatment) were the same or better. 
Twenty-seven stated they were better, im- 
plying they had received adequate help for 
their problems and the problems were re- 
“duced or gone. This indicated successful 
therapy for 84 per cent of the sample. This 
is considerably more than the 75 per cent 
(approximately) found in previous studies 
of the effectiveness of psychotherapy.* 
One subject qualified his mark of “the 
same” on the first statement by adding: 
“Time is a factor which precludes same- 
ness; however, there is more of it than I 
could wish. The clinic is well worthwhile.” 
Thirty subjects thought they gained at 
least “fair” understanding of their condi- 


* Most readers will see the obvious source of mis- 
interpretation in these statistics. Blazer uses $2 
as his base figure because he had 32 returns, For 
example, 27 felt “better”; and since 27/32 is 84 
per cent, the author chalks up a success ratio of 84 
per cent. However, 64 questionnaires reached their 
addresses. Some who did not answer may have 
been hospitalized, in prison, or too depressed or 
out-of-contact to answer. Thus the ratio of 
“better” was 27/64 which is only 65 per cent, not 
84. Actually, 80 forms were sent out and 16 were 
_ Yeturned unopened. These 16 had given inaccu- 
tate addresses, had moved without a return ad- 
dress and so on. This shifting group must have 
included a high titer of failures, so that it could 
be said that 27 out of 80 reported that their symp- 
toms were better. Now the improvement ratio is 
down to 27/80 which is only 34 per cent, far be- 
low the 75 per cent reported by Eysenck.2 The 
reasoning in this footnote is as absolute as the rea- 
soning in Mr. Blazer's communication, and just as 
subject to error—but inherently, just as logical— 
Editor. 
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tions. This is 94 per cent of the sample, 

Twenty-cight subjects thought they had 
at least a “fair” relationship with their ther 
apist. This is 88 per cent of the sample 
One subject who checked “in need of im 
provement” added the comment, “on my 
part.” 

Twenty-eight subjects considered their 
progress to be at least “fair.” This is 88 per 
cent of the sample. One subject who failed 
to check the statement added the remark: 
“Stationary—in my opinion the most that 
could be expected under the circum- 
stances.” Another subject who checked the 
“poor” choice added, “now.” Of the four 
who thought their progress to be “poor,” 
two marked the first statement “the same,” 
one “better,” and one “worse,” indicating 
that one of them may not be describing 
the problems in this study, but rather one 
or more that have come up since leaving 
therapy. 

Thirty-one of the subjects would recom- 
mend the clinic to others. This is 97 pet 
cent of the sample. The one negative 
choice was from the one overall negative 
questionnaire returned, one who answered 
the statements “worse,” “excellent,” “in 
need of improvement,” and “poor,” res) 
tively. It is interesting to note that he 
thought he had an “excellent” understand: 
ing of his condition, while everything about 
the clinic and his therapy was wrong. One 
can only speculate on the dynamics revealed 
here. 

To show further the subjects’ opinion 
the clinic, their therapy, and the pr 
they made, the “Additional comments” 
included here: 


“I think time and faith in God has, along with 
the Doctors has (sic) greatly helped my condi 
And I think the trips to the dinic helped 
And do appreciate everything that was done 10° 
me there at the clinic.” 

Las 


Subjective evaluation of a mental hygiene clinic 


=} would recommend the clinic highly, 1 dont 
think I would be what I am today without Dr, 
Blackford.” t 

“1 felt better for about five months after 
kaving the clinic, but have started feeling wone 
again. I was laid off from my job and haven't 
worked for about two months I have been 
thinking about coming back. But why I checked 
‘room for improvement’ it looks like something 
thse could be done (sic) besides just taking pills 
I gues they help but not enough.” 

“J will always be appreciative to the Bristol 
Mental Health Clinic and its staff for the treat- 
ment given me. Every activity encountered by 
me during the treatment etc. (sic) was handled 
in a most excellent manner by the staff. I have 
recommended the clinic to about 25 different 
people and some few of those have attended the 
dinic. It has enabled me to understand others 
better, recognize problems of other people and 
I no longer think everything has to be ‘exactly” 
perfect. My condition has been so different since 
having the fine treatment. Instead of being a 
very confused individual, I find myself able to 
adequately face day to day problems and my 
Worries are not as damaging as prior to treat- 
ment. In fact, I do not worry as I did before 
treatment. Yes, if I had a ‘million dollars’ to 
give away it would go to the Bristol Mental 
Health Clinic, Thanks for everything.” 

“I thank God for such wonderful doctors. I 
am doing fine now. No one will ever know 
how thankful and how much I appreciate what 
you have done for me.” 

“I feel that I have come a long way in my 
emonational (sic) illness but I feel that I still have 
a long way to go. I am still under Doctor's care 
in Knoxville but with the help that Doctors 
like you and Eastern State Hospital (Tenn.) 
have, people who have such illness as I do can 
= envenualty (sic) will live normal and happy 
ves.” 


“Since leaving treatment I have had to adjust 
to moving to a larger town and new people. 
It was real hard for me but I did it and I 
know I couldn't have if I had never had treat- 
ment and been able to work out some of my 
Problems. I am now part time employed and 
like it and so far am doing well. I am a sales 
derk, dealing with the public. Without treat- 
ment I couldn't have done that either. I hope 

the near future every community will have 
a Mental Health Clinic and all hospitals will 
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husband and I get financially straightened out, 
I would like to plan on another baby. I am 
truly happy with my marriage and I am much 
more mature now. I know I will probably never 
have such mixed up feelings again, because I 
relaize (sic) my husband and little boy needs 
me. I also need them and love them very much. 
With God's help, I am looking forward to a 
wonderful future with my husband and our 
baby and we do want to plan on other children. 
1 have become (sic) to know that I love children 
very much and that I want a family of my own 
to love and take care of.” 

“I think one good thing about the clinic is 
that the husband or wife of the patient can be 
interviewed with him. Which can help a mar- 
ried couple equal in their understanding of their 
problems. I surely do think that my progress 
is excellent to what is (sic) was, Thank you.” 

“I was not able to be there long enough to 
really get to the heart of my problem but he 
open (sic) a door for me and now if I could see 
him I feel I would be able to let go and open 
up my heart and be helped. However, then I 
held back a lot of things. You see, I'm out of 
town but realize I still need help badly.” 


Of the five subjects who voluntarily 
signed their names to the form, four added 
positive comments (included above); one 
added nothing additional. 


SUMMARY 


A simple questionnaire was mailed to 80 
former patients of a mental health clinic. 
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All of them were over 17 years of age and 
had had ten or more sessions of psycho- 
therapy in the clinic. 

Of the 64 potential subjects (16 letters 
did not reach their addressees) 32 returned 
the questionnaire. Results indicate that 
four believe their symptoms and complaints 
are the same and 27 feel they are better; 30 
believe they have at least a fair understand- 
ing of their condition; 28 believe their re- 
lationship with the therapist was at least 
fair; 28 believe their progress to be at least 
fair and 31 would or do recommend the 
clinic services to others. 

The results indicate the effective work 
being accomplished by one mental health 
clinic and suggest, by association, tangible 
evidence that mental health clinics are ade- 
quately fulfilling their purpose, are con- 
tributing a most worthwhile service to the 
citizens of the state, and are worthy of con- 
tinued and increased support. 
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Combined patient-relative 
group therapy in schizophrenia 


Treatment in a psychiatric hospital, where 
the illness is chronic and where extended 
hospitalization is indicated, necessarily in- 
volves adjunctive relationships and services 
at several levels to the families of the pa- 
tents treated. Of primary concern in the 
treatment of the long-term patient is the 
Encouragement and enhancement of family 
tes, so that hospitalization may not remove 
the patient entirely from the family struc- 
ture. Of equal importance is the acceptance 
by the family of the patient's need for hos- 
Pitalization and a constructive involvement 
of the family in the treatment regimen. 
os Veterans Administration hospital at 
Orthport, N. Y., has an average patient 
Population of 2,400. Over the years, we 
have learned that a certain proportion of 
ies will be uninterested, resistive or 
ee reasons unable to participate to a 
cant degree in the patient's treatment. 
a wards, group sessions for relatives 
een conducted, to interpret various 
ases of the treatment programs to them, 


to relieve their overt anxieties, to assist 
them in identifying and discussing common 
problems relating to the patient's treat- 
ment and to clarify their expectations of 
the patient when he is ready to leave the 
hospital. Also, general meetings for rela- 
tives have been conducted on a hospital- 
wide basis, with the various disciplines par- 
ticipating in education and orientation. 
Both of these approaches were designed to 
reach relatives who would otherwise be 
inaccessible, particularly those who (for 
various reasons) could not share an indivi- 


Mr. Sculthorpe was formerly assistant chief, Social 
Work Service, Veterans Administration Hospital, 
Northport, N. Y. He is now chief, Social Work 
Service, Veterans Administration Hospital, Coral 
Gables, Fla. Dr. Blumenthal is associate chief of 
staff and clinical assistant professor, Department of 
Psychiatry, State University of New York, Down- 
state Medical Center, Brooklyn, N. Y. 
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dual relationship with a member of the 
therapeutic team. Whether the group ses- 
sions were on the individual treatment 
wards or for all wards, they were limited in 
terms of both duration and purpose and 
terminated when the original purpose of the 
group was felt to have been fulfilled. 

In this paper, we describe our experience 
with group sessions that included: (1) rela- 
tives only and (2) both relatives and pa- 
tients. These sessions were held weekly 
over a period of six weeks, with an interval 
of one year between (1) and (2). 


GROUP THERAPY WITH 
RELATIVES ONLY 


The original reasons for initiating group 
discussions with relatives was the fact that 
many complaints were being expressed 
about patient care on one of the continued 
treatment (“chronic”) wards, Patients on 
this ward are predominantly schizophrenic, 
regressed, barely communicative and gen- 
erally seem to be inaccessible to therapeutic 
efforts. Most of them suffer from urinary 
and/or bowel incontinence. Many have 
poor eating habits, are minimally coopera- 
tive with ward routines or present other 
problems in ward management. Some have 
had psychosurgery. Combinations of symp- 
toms and behavior frequently result in 
somewhat characteristic reactions from 
relatives which, it was felt, could be modi- 
fied to some extent by group sessions. In 
general, these reactions were non-acceptance 
of overt symptoms, particularly inconti- 
nence and taciturnity, overprotective or 
overdirective attitudes on the part of family 
members and projections of guilt and shame 
onto either the patient or ward personnel. 
Observations by ward personnel on visiting 
days appeared to confirm the retrogressive 
effects of such patient-relative relationships. 
For example, hyperactivity, resumption of 
incontinence or other regressed behavior 


sometimes occurred following visits from 
relatives. 
Those selected for the original group 
“relatives only” presented varying attitud 
all of which were in some way either non 


It was our intention (in addition to pro 
ing orientation and education) to 
feelings and reactions from the relai 
about symptoms and behavior which 
could then attempt to universalize 
them, in order to discharge anxiety and 


or toward the treatment program, and 
this might be reflected in better ward adi 
justment. Attendance at these sessions 
varied between two and six relatives. 
were not initially inclined to intel 
within the group but tended to look to the” 
group leaders for answers to individual 
questions and for direct guidance cone 
ing specific problems. Some members 
dropped out when the sessions failed to 
meet their expectations by not focusing 
narrowly on individual problems, or b 
not being concerned at that time with prog” 
noses or discharge planning. When attend: 
ance dwindled to two relatives, the group 
sessions were terminated. 


or behavior that might be related to psy 
surgery. The most “directive” relatives 
were also the most hostile or defensive mem 


displayed in their relationships with waré 
personnel. Such relatives discontinued at 
tendance at group sessions most quickl 
Those who attended most consistently Wi 
the relatives who were self-sacrificing 
overprotective toward the patients. È 
The results of the initial group meetin} 
with relatives were minimal. Some signs © 
improvement in patients were shortlive 


and the relatives most needing help were 
least receptive to what was offered. It ap- 
peared that mental illness, with its chronic 
symptomatology, had tended to crystallize 
certain reaction patterns in the relatives; 
patients and relatives had reached a certain 
emotional equilibrium, which was difficult 
to change. Relatives were most concerned 
with learning how to “manage” the patient 
with the least amount of difficulty or find- 
ing out how he might be completely cured, 
rather than gaining insight into the pa- 
tient’s behavior and their own reactions, as 
well as the other implications of their inter- 
personal relationships. 


GROUP THERAPY WITH PATIENTS 
AND RELATIVES 


In view of the meager results obtained with 
the group sessions for relatives only, it was 
decided to conduct a second series of ses- 
sions for both patients and relatives. It was 
felt that including the patients would bring 
about more interest and cohesiveness in the 
group, while at the same time it might 
facilitate interaction between relatives and 
between relatives and patients. It was 
hoped that the patients would derive some 
Support from the group situation and from 
the presence of the co-therapists and would 
feel freer to give expression to some of the 
feelings they were unable to convey directly 
tp their relatives or to a therapist, when seen 
individually, 

Thirteen patients were selected for the 
Second group. Relatives from the first 
Stoup were also included in the second one. 
During the initial sessions of the second 
Soup, relatives who were defensive and 
overprotective continued to resist attending 
and confined their remarks largely to criti- 
asm of the program and of ward personnel, 
°r manifested other expressions of hostility, 
often disguised. Most of the relatives used 

€ early group sessions to raise questions 
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related to individual patients, thus provid- 
ing opportunities for discussions of more 
general interest. These included such 
topics as heredity factors in mental illness, 
sibling interrelationships and sibling 
rivalry, the effects of mental illness on physi- 
cal appearance and demeanor, memory 
lapses, distortion of time, symptoms as a 
way of communicating feelings and other 
pertinent subjects. In addition, the rela- 
tives were conducted on a ward tour. The 
management of daily ward activities and 
problems incident thereto, such as feeding, 
toileting, bathing and shaving were ex- 
plained to them. 

The patients were encouraged to partici- 
pate in the discussions, and some were able 
todo so. The fact that some of the patients 
were able to contribute appeared to be 
reassuring to most relatives. It was note- 
worthy that the most hostile relatives, ap- 
parently less threatened because of the 
opportunity to share their feelings and ex- 
periences, attended regularly and were inter- 
ested in coming to subsequent sessions. 
Some of the other relatives were sincerely 
interested in learning more about mental 
illness and some of its symptoms. These 
relatives acted as mediators in the group 
and involved themselves readily with other 
relatives in the discussions. Generally it 
was sufficient for the co-therapists to start 
the sessions with a few opening remarks, 
and thereafter to enter in only when the 
relatives carried the discussion beyond the 
purposes of the meeting. 

The following two case histories are re- 
ported as examples of the type of patients in 
the group and their interaction with other 
patients and their own relatives: 


CASE ONE 

Oldest of three siblings, this 41 year old 
veteran had an unstable mother who was 
the disciplinarian of the family. A mater- 
nal uncle was also a patient at the North- 
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port VA Hospital until his recent death. 
The patient married while in the service 
during World War II and had two children. 
The patient was said to have had homo- 
sexual experiences while in the service. 
Following discharge, he felt that everyone 
was against him and contemplated suicide. 
He received 14 electric shock treatments. 
He entered the Northport VA Hospital in 
1949 with a recent history of visual and 
auditory hallucinations. Psychotherapy, 
insulin and further electric therapy re- 
sulted in only transient improvement. In 
1956, he became quite regressed, lost weight 
due to poor eating habits and developed 
urinary incontinence. He displayed 
marked resistance about going off the hospi- 
tal grounds with his mother. Some im- 
provement was noted with prochlorpera- 
zine, but this treatment was discontinued so 
that the patient could participate in a group 
play therapy research project. 

During the group meetings the patient 
was totally silent, although his mother re- 
peatedly urged him to express his thoughts 
and complaints. At the termination of the 
sessions the patient remained withdrawn 
and unproductive and there was no marked 
change in his behavior or his ward adjust- 
ment. This mother was the most hostile 
of the relatives and continually accused 
ward personnel of mishandling the patient 
or mismanaging his diet. During the group 
sessions she divided her time between mak- 
ing complaints, urging the patient to ex- 
press himself and encouraging other visitors 
to make complaints similar to her own. 
Other relatives were able to disagree with 
her openly and to point out the irrational- 
ity of some of her statements. She derived 
some help from the group sessions in being 
able to ventilate her feelings and also by 
having the opportunity carefully to scruti- 
nize the physical accommodations on the 
ward. At the termination of the group 
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sessions she appeared somewhat less hostile 
and demanding and was less of a problem to 
ward personnel during subsequent visits. 


CASE TWO 


This 29 year old veteran was an overpro- 
tected only child. The mother was rigid 
and domineering, the father flexible and 
submissive. In 1951 the patient was treated 
privately for an obsessional neurosis. Prior 
to his induction into the Marine Corps, the 
patient had completed two years of college. 
During service he had several homosexual 
relationships, with severe guilt feelings. He 
was discharged from the Corps with a diag- 
nosis of schizoid personality. At home he 
avoided both parents, would not eat with 
them and locked himself in his room, 
reading the Bible. He entered the North- 
port VA Hospital in 1955, receiving electric 
and insulin shock with transient benefit. 
He received reserpine, meprobamate and 
chlorpromazine, without appreciable 
change. In 1957 he evidenced marked 
regressive behavior, with urinary and bowel 
incontinence, especially following his 
mother’s visits. He refused to bathe and 
developed manneristic shuffling and poor 
eating habits. 

During the group sessions, the patient 
was verbal. He refused to echo his 
mother’s complaints about the type of 
treatment he was receiving. Instead he criti- 
cized his parents for having “railroaded” 
him into the hospital and for having him 
confined “without reason.” He was able to 
discuss his reactions in an intellectualized 
although irrational fashion. Some of the 
mother’s reactions to these attacks were 
handled by other members of the group 
who observed that their relatives shared 
some of the same feelings and that this was 
part of the patient's sickness. 

At the termination of the group sessions, 
there was no essential change in the 


patient's adjustment. At the time of writ- 
ing he was participating in a research 
project involving psychotherapy and play 
therapy. The patient's mother resisted 
attending the initial sessions of the group 
but she came to the later sessions more 
regularly. Her feeling that the hospital was 
doing nothing for her son was partly 
handled by the group. She derived some 
benefit from the orientation program and 
from some of the therapists’ explanations 
about the symptoms of mental illness. At 
the termination of the group sessions she 
appeared less hostile and demanding, at 
least temporarily, and confided to one of 
us (I. J. B.) that she was becoming more 
aware how really sick the patient was. 


EVALUATION 


A questionnaire submitted to the relatives 
following termination of the combined 
group sessions produced the following re- 
sults: 

General reactions to the group sessions 
were mixed. Five relatives said they would 
attend if the sessions were resumed. Four 
felt they had received “some benefit” from 
the sessions, most often in terms of being 
able to “relieve their feelings.” Only one 
observed a positive effect on a patient. 
Despite some negative comments by rela- 
tives about the sessions, all but one were 
interested in resuming essentially the same 
kind of group meetings. This may reflect 
the influence of unrecognized guilt feelings 
on the part of those concerned, aside from 
the opportunity to express frustrations, of 
which they were consciously aware. It 
would also appear that they responded to 
the individual attention implied in their 
selection for the group meetings, as well 
as the additional attention that the patients 
received from the ward team. It might be 
said that these relatives do not want to 
“miss anything” related to their own needs 
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regarding the patient or his treatment ward, 
whether or not these needs are entirely 
healthy ones. In the same way, they want 
to be aware of changes or innovations in 
treatment planning for the patients. 

By the time the questionnaires were com- 
pleted, one patient had died and the relative 
of another patient had died. Of the re- 
maining four patients and relatives, the 
ward team felt that three could benefit 
from inclusion in a subsequent combined 


group. 
SUMMARY AND CONCLUSIONS 


On a ward for regressed, mostly schizo- 
phrenic patients, a cooperative effort was 
made by the psychiatrist and the social 
worker to explore the practicability of 
group sessions including both patients and 
relatives. The combined group sessions 
were planned on a weekly basis in order to 
involve the relatives more closely with the 
treatment program for the patients, to as- 
sist them in obtaining a more objective 
understanding of their individual problems 
and to reduce the number of complaints 
they were expressing about patient care. 
Such group sessions were moderately ef- 
fective. Limited but worthwhile objectives 
were achieved in this way. For example, 
the number of complaints regarding patient 
care by the relatives involved has been re- 
duced to a bare minimum. It was not 
anticipated that dramatic changes would 
be observed in the patients themselves. 
However, a reduction of some negative at- 
titudes on the part of relatives, with conse- 
quent lessening of the need to project 
negative feelings onto the ward or the 
patient, might well be of indirect benefit 
to the patients. Further study of combined 
patient-relative group therapy is indicated, 
perhaps to assess the feasibility of continu- 
ing such group sessions for longer periods 
of time and in arriving at less limited goals. 
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Characteristics of early dropouts 


from group psychotherapy 


In a study of 32 patients over a five year 
period, Bach? reports that the major reason 
for a person's leaving group therapy did 
not lie in his personality but in the nature 
of his role in the group. In each case the 
group was unable to tolerate the expressed 
needs of the patient. In some cases, place- 
ment in another group provided a solution. 
In most cases, termination was final. 

Dollard and Miller? see the critical drop- 
out period as occurring when the patient 
begins to understand his role in his illness 
and his impact on others. At this point re- 
sistance is highest and dropouts are most 
likely to occur. 

Dropouts also appear to occur in groups 
when: (1) patients are unwilling or unable 
to share the therapist during transference, 
(2) neurotic defenses receive extensive 
secondary gains and (3) environmental 
pressures (in the case of hospitalized 
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patients) from family or job force the 
patient to work toward “getting out” rather 
than dealing with his problems. 

This is an attempt to determine some of 
the characteristics of persons who drop out 
of voluntary psychotherapy groups during 
their first eight sessions. 


SUBJECTS 


Fifteen male psychiatric patients (ranging 
in age from 22 to 45) from an intensive 
treatment unit were our subjects. Each 
had been screened, utilizing a group psy- 
chotherapy screening scale (Salzberg & 
Heckel,? Heckel* and Heckel and Salz- 
berg ®). Each withdrew during the first or 
formative stage of group psychotherapy as 
determined by Heckel and Holmes ® and 
Whitaker and Lieberman.? Heckel and 
Holmes € suggest that, for most patients, the 
second stage (an established, working group) 
typically occurs between the 9th and 13th 
sessions. 


Dropouts from group psychotherapy 


PROCEDURE 


Protocols for all early dropouts from group 
psychotherapy were assembled. This ma- 
terial included demographic and be 
havioral data from case folders and the 
group screening scale and process data 
collected during the sessions attended. The 
group process variables analyzed and a 
description of the group screening scale 
were presented in detail by Heckel* and 
Heckel and Salzberg® and utilized in part 
by Heckel and Holmes,’ Salzberg* and 
Heckel, Froelich and Salzberg.* In process 
analysis, the following types of responses 
were scored: group, individual, environ- 
mental, therapist-directed, negative interac- 
tion, initiating, seeking information, seek- 
ing opinion, giving information, giving 
opinion, elaborating, group evaluative and 
group building. 


RESULTS 


A composite profile of the modal demo- 
graphic and behavioral characteristics of 
the group psychotherapy dropout follows in 
many respects the picture of the average 
male. He is divorced but may have re- 
married, is of average intelligence, a high 
school graduate, has worked most of the last 
five years, has worked on a semi-skilled 
or low clerical level and has mixed somatic 
and emotional symptomatology. He is 
rated “average” in psychic energy and 
emotionality, is rated as having little mo- 
tivation for psychotherapy, interacts little 
in a group screening session, has good real- 
ity contact and is most extrapunitive in 
his verbal interactions. In his group per- 
formance he talks significantly less than 
others, 15.6 statements per session to 19.2 
for all others. Chi square between drop- 
Outs and 48 subjects who remained in group 
therapy to criterion level on numbers of 
Statements per session, 9 or less vs. 10 or 
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more per session, was significant at the 0] 
level. 

This unremarkable description may fit a 
large proportion of males who reside in the 
United States. At this point, the data 
would appear to suggest that few persons 
are suitable for psychotherapy. Further 
data inspection reveal another important 
variable. When the dropout group is 
broken down (based on reasons for termina- 
tion of group psychotherapy), two major 
groups appear: those who terminated be 
cause of the need to return to jobs and 
families and those who felt that group psy- 
chotherapy was neither helpful nor de- 
sirable. The “movers” (the group with out- 
side responsibilities) are modally character- 
ized as: being married, having worked 
steadily for the last five years and having 
mostly emotional problems, above average 
psychic energy, some motivation for psycho- 
therapy, good reality contact, intrapunitive 
orientation and a verbal response ratio of 
18.4. Conversely, the “sitters” are divorced 
or single, have had brief prior hospitaliza- 
tions of 30 days or less, have had spotty 
work in the last five years and have mostly 
somatic problems, below average psychic 
energy, little motivation for psychotherapy, 
little interaction and questionable reality 
contact. They are mostly extrapunitive, and 
their verbal rate per session drops to 8.6 
statements. 

Except for average verbal rate, there were 
no significant differences between the drop- 
outs and those who remained in group psy- 
chotherapy on the process variables—that 
is, they used the same response patterns but 
less frequently, at least during early sessions. 


DISCUSSION 


In effect, the behavioral patterns for the 
“movers” are like those for patients who re- 
mained in group psychotherapy, with the 
exception of their sensitivity to external 
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pressures. Of course, those who remain in 
therapy also face external pressures, but 
they have reached that unmeasurable “mo- 
ment of truth,” at which they choose to en- 
gage in personal problem-solving rather 
than acquiesce to external pressures. To 
date, no measure has been developed to tap 
this behavioral dimension. With regard to 
“sitters,” it should be stressed that they do 
not represent, in most areas, the marginal 
qualities of a chronic hospital population. 
The most pressing need would appear to 
be techniques to condition verbal respond- 
ing. Currently used therapeutic methods 
work most effectively when subjects respond 
verbally. Few therapist-initiated responses 
generate talking in resistant, extrapunitive 
patients. However, once verbalization oc- 
curs, conditioning techniques for shaping 
verbal behavior have been developed 
(Heckel, Wiggins and Salzberg; 1° Heckel, 
Froelich and Salzberg;® Salzberg;8 and 
Salzberg 14). In addition, many studies on 
verbal conditioning in laboratory settings, 
starting with Greenspoon,™ indicate that 
shaping can be achieved. 
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Status problems in 


the mental health team 


There appears to be increasing dissatisfac- 
tion with the operation of the mental 
health team. In particular, this is mani- 
fested by the unwillingness of many psy- 
chologists to serve on such teams. If this 
continues, it will pose a threat to the exist- 
ence of the multidisciplinary approach to 
mental health diagnosis. 

Traditionally, the team is made up of 
three members: psychiatrist, psychologist 
and social worker. The social worker pro- 
vides information on the social, historical, 
vocational and educational background of 
the patient. The psychologist brings test- 
ing skills to the diagnostic team, i.e., he 
provides information based on standardized 
tests regarding the patient's position rela- 
tive to a number of norms. The psychiatrist 
conducts a clinical interview with the pa- 
tient and forms a clinical impression. Then 
a conference is held to arrive at a decision 


on diagnosis and treatment. Usually the 
social worker first presents the history. This 
is followed by a report from the psycholo- 
gist about the test findings. Finally, the 
psychiatrist presents his impressions and 
integrates the preceding material into a di- 
agnosis and treatment recommendation. 
There are numerous variations of this 
procedure. For example, some patients may 
not be tested by the psychologist. The psy- 
chiatrist may receive the reports of his team 
members but not meet with them. But 
generally, the relationship among the par- 
ticipants remains basically the same. The 
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critical issue is that, in all cases, the psy- 
chiatrist is responsible for integrating the 
material furnished by his team members 
and recommending a course of action. 

Why then, are psychologists (trained to 
practice the skill of diagnostic testing) in- 
creasingly unwilling to make use of their 
talent? One answer relates to the question 
of whether test results contribute to the 
accuracy of the diagnosis and successful 
treatment. It is unlikely that this is the 
issue, since psychologists and psychiatrists 
willingly practice psychotherapy in the face 
of a similar lack of experimental evidence 
as to its efficiency. 

Psychologists may feel that testing is not 
sufficiently weighed in the team’s diagnostic 
workup. This minimal weighing may come 
from at least two sources. One might be 
that the psychiatrist's interview is a more 
valid predictor of treatment outcome than 
are the psychologist’s tests. There appears 
to be no body of empirical evidence in 
support of this contention. 

A second source of downgrading of the 
psychologist’s impression is rooted in the 
relationship of the members of the diag- 
nostic team. In every small group of indi- 
viduals engaged in a common task, a status 
hierarchy or “pecking order” seems to 
emerge. In informal groups, there are 
neither explicit nor implicit directions for 
the members’ interrelationships or the tasks 
they are to accomplish. In these groups 
the status hierarchy tends to develop on 
the basis of the personal characteristics of 
the members of the group. In contrast to 
this, each member of the formal group does 
not have equal potential for high status de- 
pending on his characteristics. In a typical 
bureaucracy, status inheres in the office, not 
in the man. As a result, status carries a 
value independent of performance. 

The diagnostic team functions as a formal 
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group and the status hierarchy is: psychia- 
trist, psychologist, social worker. Although 
the use of the word “team” is an effort to 
deny this pecking order, the hierarchy still 
persists. The effect is to structure the per- 
formance of the group. However, status 
hierarchies exist in all small groups. Why 
does dissatisfaction occur in this kind of 
team? 

It appears that status positions here are 
not clearly agreed upon by all team mem- 
bers. Since no model exists for the coop- 
erative relationship between a physician 
and a psychologist with a Ph.D. in other 
areas of medicine, other ill-fitting models 
are borrowed. The psychologist wants the 
physician-to-physician model to apply as it 
does in consultation between physicians. 
In this situation, the procedures to be 
applied by the consultant are not specified 
and his advice carries great weight. 

The psychiatrist, on the other hand, 
appears to use the physician-to-laboratory- 
technician model. In this situation, spe- 
cific tests are ordered by the physician, and 
the results are interpreted by him in the 
light of his clinical findings. Since the 
psychologist is neither a physician nor a 
laboratory technician, it is apparent that 
neither of these models is applicable. 
When one member of the team tries to 
force it into one model, and another strains 
to have a second model applied, tension 
results. 

The psychiatric diagnostic team, as we 
know it today, is in danger of being dis- 
solved. Psychologists have an increasing 
number of high status positions open to 
them outside the diagnostic team. Dis- 
satisfaction with their relatively low status 
in the diagnostic team is therefore becom- 
ing more manifest. Among the higher 
status opportunities available to the psy- 
chologist are the practice of psychotherapy 
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and many administrative and research the pool of manpower from which diagnos- 
positions. ticians can be drawn is already limited; the 

The same pattern will probably develop _line-staff model of the diagnostic team 
for social workers. Their dissatisfaction would further restrict this manpower pool, 
will also increase with increasing opportu- since not all psychologists and social work- 
nities outside the diagnostic setting. Since ers would be comfortable in such a setting. 


social workers often hold a master’s degree, A second approach to the stabilization 
their expectations of moving into a high of the diagnostic team is to equalize the 
status position may be less than those of status of the members. A review of the 
psychologists. In addition, many social literature of task-oriented small group 
workers are women and the subordinate functioning indicates that in any such 
position is less stressful to them. As a situation a leader-follower pattern emerges. 
result, social workers are not likely to be It is likely that such a pattern would 
involved in this status competition now. eventually emerge in the diagnostic team. 
However, as more and more social workers Several techniques may be used to equalize 
earn doctoral degrees, they too will ex- status. But it is our belief that they must 
perience increasing dissatisfaction with fail, because such techniques involve some 
their inferior position in the diagnostic systematic rotation of the leadership of 
team. When this occurs, they will be at- the team. One difficulty is that the psy- 
tracted to positions of higher status, per- chiatrist might refuse to relinquish status 
haps those involving opportunities in com- to the other members of the team. Then 
munity organization and community there would be the possibility of irreconcil- 
mental health. able administrative difficulties. | The 
At least three approaches may be taken clinic would have, in effect, three sets of 
if the diagnostic team is to survive. Each directors, each with different policies and 
involves resolution of the status conflict. procedures. A clinic troika is no more 
One possibility is to keep the status re- likely to work well than a U.N. troika or a 
lationships as they are but to make them triumvirate in ancient Rome. 
explicit. With the formalization of the The third approach does not alter the 
status hierarchy, people who are comfort- status hierarchy of the diagnostic team, but 
able in the role they expect to play will be it affords compensation outside of the 
attracted to the diagnostic team. Thus the sphere of functioning of the team, A 
diagnostic team might better be described major indicator of an individual s srona is 
as a “committee,” chaired by the psychia- his earnings. If the psychologists and 
trist and staffed by the psychologist and social worker’s earnings were similar to 
social worker. As in any line and staff that of the psychiatrist, this would result in 
relationship in industry or the army, the more equality of status, independent of 
psychiatrist has a “command” position, function. Another, more realistic, external 
ie, he is directly responsible for the pa- compensation would be to allow the psy- 
tient’s care, The social worker and psy- chologist and social worker to function in 
chologist are called in, much as a lawyer high status positions outside the diagnostic 
would be in a corporation, for expert ad- team. Several high status positions are 
vice but with no authority to effect change. open to the psychologist within the clinic 
s The difficulty with this solution is that setting. The requirements of such a posi- 


579 


be the practice of an unique 

ie., a skill possessed by neither the 
nor the psychiatrist. Fur- 

thermore, the position must be one that 
invests the psychologist with decision-mak- 
ing power. The psychologist as researcher, 
and the social worker as community or- 


tings are within realistic reach of the 
psychologist and social worker. Thus the 
low status positions of the psychologist 
and social worker on the diagnostic team 
can be tolerated if some high status acti- 
vities are provided. 


Summary 


Dissatisfaction with the diagnostic team 
on the part of the psychologist and social 
worker is seen as originating in the nature 
of the status-role relationships inherent in 
small groups. A “pecking order” is bound 
to emerge, a hierarchy which causes dis 
satisfaction on the part of the psychologist 
and social worker. Three methods of re- 
solving this situation are discussed: (1) the 
nature of the status relationships may be 
clarified; (2) techniques for equalizing 
status may be applied; and (3) compensation 
may be provided outside of the diagnostic 
team setting. This third method appears 
to have the most potential for success. 


JULES V. COLEMAN, M.D., NEW HAVEN, CONN. 


Therapy of the “inaccessible” 


The observations presented below are based 
upon an experience of 31 years with the 
New Haven Cooperative Care Project.* It 
is essentially a pilot project in which four 
community agencies (a psychiatric clinic in 
a teaching hospital, a family agency, a pub- 
lic health nursing service and a vocational 
counseling agency) have explored ways of 
collaborating with a state mental hospital 
in the care of patients and their families. 

This paper concerns the special problems 
encountered in the community care of pa- 
tients with diagnoses of schizophrenic re- 
actions and severe personality or character 
disorders, i.e., patients with “functional” 
disorders. These patients were difficult to 
engage in a continuing therapeutic rela- 
tionship. The great majority of them were 
not interested in (or unable to engage in) 
any therapeutic exploration of their inner 
problems. They seemed to have nothing 
Meaningful to talk about except current 
daily problems and predicaments. There 


mentally ill patient 


was an impression of “emptiness” (or lack 
of psychologic content) in their interview 
material. This was observed in their rela- 
tions with psychiatrists, social workers, 
nurses, vocational counselors and, indeed, 
all professional personnel. 

One comes to the conclusion that these 
patients are unmotivated for insight-ori- 
ented psychotherapy; they are unable to 
follow the “ground rules” necessary for its 
practice. One requirement we expect the 
“good” patient to meet is that he come 
nn 
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regularly and on time for his scheduled 
appointments. If he does not do so, he feels 
guilty and accepts the idea that this is a 
form of misbehavior and a manifestation 
of resistance. Moreover, he spontaneously 
presents material related to the therapeutic 
situation and to his problems. He inter- 
weaves emotional and thematic content be- 
tween the therapeutic situation and his own 
presenting problems. The latter are of such 
a nature that they cannot be readily de- 
fined, since they deal with distress and con- 
flict states of high emotional charge. The 
patient presents his problems by the use of 
displacements and analogies which require 
interpretation. The patient is interested in 
interpretation as an end in itself, and looks 
forward to acquiring the insight which can 
be obtained thereby. 

Not so the so-called “inaccessible” or 
“unmotivated” patient, who makes major 
use of the defenses of denial and projection. 
Diagnostically, such patients show schizo- 
phrenic reactions or severe character dis- 
orders, particularly those with “acting-out” 
tendencies. However, it is of interest that 
in a psychiatric clinic many patients of the 
lowest economic and social class present a 
similar problem of “inaccessibility,” and it 
is not clear that they belong to any of these 
diagnostic groupings. There is some indi- 
cation (which undoubtedly needs a good 
deal more exploration) that persons in the 
lowest economic and social class frequently 
show personality traits characterized by 
denial, projection, “acting out,” distrust 
and suspiciousness, as well as a tendency to 
avoid intimate emotional involvements, 
and that these characteristics are related to 
the conditions under which they live rather 
than to any psychiatric disorder. 

The well-motivated patient accepts the 
idea that there is something wrong with his 
psychologic functioning, and that an under- 
standing of his inner conflicts might be 
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helpful. The inaccessible patient, on 
other hand, tends to deny that there is a 
thing wrong with him, or even that hei 
ill. Yet he is often willing to accept @ 
when it is offered to him. The idea th 
there is something wrong with him y 
unacceptable because it is tied up witha 
particularly sensitive fear of rejection. 
These patients live in the shadow of two 
overriding threats: fear of rejection af 
fear of the overwhelming power of 
own impulses. A psychotherapeutic rela 
tionship moves in the direction of incre 
ing intimacy, and by creating a situation 
and making demands which encourage such 
intimacy, the therapist arouses both kinds 0 
fears in these vulnerable people. They are 
distrustful of intimacy because they are con 
vinced it can only end in disastrous 
tion. This does not mean that they 
averse to the idea of closeness; it means 
only that they are unable to tolerate or deal 
with it. j 
Let me illustrate by a brief case example- 


A woman had had six previous admissions ta 
a mental hospital, the first at the age of 23. Shi 
had four sons by her first marriage, which et 
in divorce. Although she was proud of | 
sons, she had nothing to do with their upbril 
ing. She was separated from her second 
band as well, but had the custody of the 
dren by this marriage, twins of 15, a boy 
could do no wrong and a girl with wl 
she got along quite well, except when she 
upset. She had what seemed to be a casual but 
friendly relationship with the welfare 
who supervised her “Aid to Dependent 
dren” (ADC) allowance. When her husbi 
died, she became eligible for social security 
a veteran’s allotment, so that she was no I 
entitled to ADC. It was apparently the loss 
what seemed to be a casual relationship wit 
the welfare worker which precipitated her 
seventh admission to the mental hospital. On — 
her return home, she was formally seen 
public health nurse every two months, but 
rather Lea on ‘an informal basis a 
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year until the nurse left the agency. It was then 
decided that the patient had been doing well 
and should be able to get along without further 
assistance. The patient agreed with this plan. 
It was understood that if difficulties arose she 

call the 


the only basis the nurse had for her impression 
that the patient was doing well was that her 
apartment gradually became brighter and more 
cheerful in appearance. 

This patient had benefited greatly by a 
friendly, undemanding, indefinitely sustained, 
professional relationship. ‘Through such help, 
she had been able to re-establish her own 
autonomy, in terms of her own adaptive skills, 
within the framework of community living. The 
help offered by welfare worker and nurse had 
been more important to the patient than her 
workers had realized. It was particularly valu- 
able because it fitted into the patient's way of 
life, making the fewest possible formal demands 
and exercising its influence through concrete 
services and interests. 


Many of these patients want to be looked 
after in the sense of being told what is ex- 
pected or what will be offered. What they 
want is the assurance of a continuing inter- 
est, without the obligation to sustain it 
themselves. One has the impression that 
they cannot take responsibility for their own 
participation in a professional helping proc- 
ess. Since the nurse or the welfare worker 
does not require such responsible participa- 
tion, their help may often be more accept- 
able to such patients than that offered in the 
context of a more highly structured inter- 
view situation. 

The type of “helping” relationship 
needed by these patients seems to be essen- 
tially supportive in nature. By supportive 
is meant that the helping person takes an 
interest in what happens to the patient, 


particularly in the difficulties he encounters 
in the context of daily living. The worker 
does not assume that significant changes 
can be brought about in the patient's life 
by any kind of psychologic insight; rather, 
he expects the patient to experience a sense 
of increased strength and a restoration of 
his feelings of autonomy as a result of the 
emotional support offered. 

Appreciation of the patient's plight, and 
help in doing something about it, are the 
main ingredients of supportive therapy. It 
implies on the part of the worker a generous 
capacity for empathic response, It also as- 
sumes that the worker will not harbor any 
ambitions to change the patient. He will 
be content to have the patient deal more 
successfully with his problems in his own 
way. In dealing with these particularly 
vulnerable psychiatric patients, it should, 
however, be apparent that a continuing 
collaborative relationship between nursing 
and welfare agencies on the one hand, and 
psychiatric services on the other, is highly 
important. 

When the hospitalized patient is ready 
for discharge, there is often no way of know- 
ing his capacity for effective integration or 
the extent of the disintegrative pressures of 
chronic conflicts. He is ready to leave the 
hospital, and is considered to be, if not well, 
at least “restored,” and able to manage more 
or less at his former level of community 
adaptation. However, the disruptive inner 
experiences which lead to hospitalization 
may indicate either the transient reaction 
of a relatively well-defined personality or a 
dip over the edge for one who has at best 
been just barely able to manage. There is 
a variety of gradations between these ex- 
tremes. The important factors, from the 
point of view of community management, 
are: the level of distress, the pressures of 
conflict, the integrative capacities and, fi- 
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nally, and most important, the continuing 
need for help. 

There is only one way in which the need 
for help can be determined: by making it 
available in the diversity of forms in which 
it can be used. There are many different 
ways in which people get a sense of being 
supported and sustained in the face of dis- 
tress and disease. Different people use dif- 
ferent ways. No one professional group in 
a community can have a monopoly on the 
“helping” process. Moreover, these are 
people who need to be sought out; they 
need to be invited to make use of services; 
they need to be made welcome without plac- 
ing upon them the burden of initiating 
participation in a professional process; and 
they need to feel that they have the right to 
determine how long they will continue in a 
relationship. In practice, it will not al- 
ways be possible to respect these needs, but 
their recognition as guide-lines can only be 
useful. 

The traffic between communities and 
their mental hospitals has become heavier 
in recent years. Admissions have been in- 
creasing steadily, and the concept of the 
hospital as a place of refuge seems to be 
gaining ground. All kinds of patients with 
all kinds of problems enter and leave the 
hospital. If they can be characterized in 
any way, one may think of them as people 
who are more vulnerable than others, more 


easily hurt, less resilient in the face of stres 
and rejection. They seem to have a special 
oversensitiveness to rejection in all kinds of 
unexpected ways. They enter the hospital 
for the most part when they are acutely up- 
set and disturbed, but these are people with 
a long history of severe characterologic 
problems. One may say that they are suffer- 
ing from chronic, ingrained disturbance, 
Often there have been many signs of atyph 
cal adaptation, with their problems and 
their difficulties unrecognized by family and 
friends, or not accepted as signifying mental 
disorder or illness. There are many such 
people in communities, and they do not all 
become patients in mental hospitals. Their 
relation to others is often tenuous, lacking 
in closeness and peripheral. Often, too, 
they are socially isolated, particularly in 
terms of their own feelings, and need an 
acceptance that does not impose pressures 
or demands for emotional response. 

By and large, these are the most neglected 
patients in our society, not only because it 
is so difficult for them to make their distress 
known, but also because, once made known, 
it is so often likely to arouse little sympathy 
or concern. This is a large unmet area of 
need, in which professional training and 
skill can exercise important humane bene- 
fits. It is a task to which all the helping 
professions in the community can make 
important contributions. 


Those of us who have worked closely with 
people from different cultures and have 
experienced living in another culture 
realize that there are different ways of con- 
Struing personal circumstances that create 
Special problems in psychological coun- 
“seling. Ishall approach this topic through 
asthe medium of five examples, which illus- 
"trate some of these special problems. In 
addition, some selected general principles 
that have special relevance for psychother- 
“apeutic work with foreign students will 
be presented. These three principles— 
flexibility of method, clarity of goals and 
“accuracy of assessment—in no way mini- 
‘mize the importance of other social-psycho- 
logical principles in counseling. 


| Flexibility of Method 

The longer I have worked with the 
“emotional problems of foreign students, 
the more I have felt the need to develop 
flexibility of approach and technique to 
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Counseling foreign students 
in the United States 


meet their varied problems and differing 
cultural backgrounds. Here we must use 
the findings of the behavioral sciences, e+ 
pecially those views that emphasize cultural 
conflict and learning principles, We need 
to attend more to adaptive behaviors, 
which need reinforcement, or to culturally 
conflictful behaviors, which need extine- 
tion. At the same time we need to be 
sensitively aware of the “subjective feeling” 
side emphasized by the existentialists, the 

logists and the dynamically 
oriented therapists. These doctrines stress 
the need of appreciating the student's frame 
of reference, so as to see the world the way 
he perceives it. Only in this way can we 
become more aware of the foreign student's 
unique way of looking at his emotional 
difficulties and of the meanings of anteced- 
ent events in his early school and family 


es 
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life. The counselor's foreign experience 
is a significant asset in this task, since he 
can thus empathize more meaningfully with 
his client. 

Theoretical approaches useful in work- 
ing with foreign students have, therefore, 
two foci. One is a rational, cognitive em- 
phasis, in which the therapist stresses infor- 
mation, interprets value conflicts, indicates 
irrational thinking and suggests new ways 
of viewing the student’s situation. He uses 
all of the expertise and technology he can 
muster. The other approach stresses per- 
sonal factors, such as contact of the thera- 
pist and student as human beings. Terms 
such as encounter, openness, transparency, 
warmth and humanness are used to de- 
scribe this highly personal and subjective 
variable in the therapeutic relationship. 
Effective psychological counseling with 
foreign students must utilize both basic 
approaches in proportions varying with the 
person and his status at a given moment. 
Some foreign students (especially those 
newly arrived and in a state of “culture 
shock”) need supportive help in the form 
of more financial security or a warm human 
relationship, rather than a series of formal 
suggestions and interpretations. Others, 
Struggling with skill deficiencies, identity 
problems and value conflicts (while cer- 
tainly needing some of the supportive value 
of a therapeutic human relationship), 
appear to respond better to a heavy dose 
of rational analysis of their distorted or de- 
ficient thinking. 


Clear Therapeutic Goals 


A second basic notion is the necessity for 
clear goals. The counselor can’t be all 
things to all people. He needs to be con- 
cerned about getting the student to function 
in his academic and interpersonal environ- 
ment, but he also needs to be concerned 
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about changes in the student’s percep 
of himself and a broadened a 
his world that will enable him to mee 
ther challenges, both during his stay in 
country and when he returns home, @ 
sidering the limitations of psycholog 
counseling in the school or college 
however, we must usually aim only att 
limited goal of improved function 
rather than at major personality chang 
Another necessary therapeutic goal 
help the student establish his identity, 
of the principal developmental tasks of 
young adult in any culture is to find 
place in his society and to establish h 
identification with it; yet he also wants 
see himself as an autonomous person 
an unique identity and self-esteem. 
autonomous person often runs counter t 
the social demands of his own culture ( 
well as those of America), which emphast 
conformity to established traditions. 
At a crucial stage in this normal idei 
establishment process, the foreign s 
comes to this country. Frequently he 
not have a clear identification with his owi 
cultural values, having been a depen 
student in a highly Westernized education 
system. As one Ceylonese student said it 
counseling, “I don’t really know where } 
belong.” 
At the same time, the foreign si 
does not have the expectations and 
orientations characteristic of American 
dents. Frequently he is burdened with um 
realistic expectations about the genero 
or interest of Americans. After a 
months he experiences disillusionment, 
a result of the discrepancy between his h 
aspirations and the realities of life in 
United States. He also experiences 
anxiety when his previously dependable 
sponse patterns seem to him utterly n 
functional, or he feels resentful when 
expectations are unfulfilled. Then, if w 


add the frequent situational pressures of 
insufficient money and deficient language 
skills, he is often overwhelmed by the com- 
bination. 


Accurate Assessment of the Problem 


Crucial to counseling with foreign stu- 
dents is an accurate assessment or diagnos- 
tic study. An early task is discovering which 
student difficulties have a fairly clear-cut 
etiology in situational or deficiency pres- 
sures and which of these students in an 
intense anxiety state can be helped pri- 
marily with support in the form of money, 
skill development or ordinary friendship. 
When these supportive solutions return the 
student to reasonable functioning, we don’t 
need to look (for the moment, at least) to 
more involved personality problems, or plan 
a lengthy psychotherapeutic relationship. 
It is amazing how complex initial sympto- 
matology can be eased considerably by the 
supportive effect of a well-placed part-time 
job, intensive tutoring, a brief, warm rela- 
tionship or a change in living arrange- 
ments. We must recognize, however, that 
the student may need to pay a price later 
on, in the form of new symptoms or the 
postponement of a life crisis. 

On the other hand, similar presenting 
symptoms of distressful feelings, malfunc- 
tioning in college achievement or disturb- 
ances in personal relationships can signal 
the presence of involved characterologic 
problems or psychoneurotic or even psy- 
chotic conditions. Since physical states can 
influence attitudes, a meticulous physical 
examination is sometimes a necessary step 
at this point. I say “sometimes” because a 
foreign student may become obsessed with 
the idea that his emotional problems have 
a physical cause if too much of a point is 
made of the routine physical survey. 

Finally, an interview assessment needs to 
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be made of his strengths, expecially of his 
ego qualities, which can be used to help 
him develop more effective mastery behav- 
iors. The following cases illustrate some of 
the principles and special problems de- 
scribed above. 
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had feelings of loneliness, however, while living 


g 


in his room near the campus; and he still had 
periodic, short relapses. In the meantime I sug- 
gested he keep trying to find a regular part- 
time job through the Placement Office, a search 
that materialized in a night janitor job paying 
enough for his basic needs. I was cager to sce 
him begin this job to prevent a dependency re- 
lationship and related problems that might oc- 
cur through my mixing my friendly gestures 
with more formal therapeutic interviews. 

I continued to see him for four more sessions, 
during which we talked about his feelings more 
directly, and the progress he was making toward 
his educational goals. Part of his stress reduc- 
tion also came through supportive educational- 
vocational counseling. Like so many foreign 
students, he came here to be an engincer. Al- 
though he was good in mathematics, he was 
getting low grades in his freshman physics and 
engineering quizes. Since he was an accom- 
plished linguist, speaking five languages, he ex- 
plored the goal of becoming a language teacher. 
This was what he really wanted to do, although 
he feared gong back to Greece to become a 
penurious teacher. Nevertheless he persisted, 
getting a bachelor’s degree in language arts. 
When seen last year, he was dong well in his 
second year of graduate work toward a doctorate 
in linguistics. 


I cite this case to indicate that relation- 
ship therapy, supported by an informal se- 
ries of personal confrontations, coupled 
with relief of situational stress, resulted in 
a rapid diminution of symptoms. His per- 
sonal resources, once freed from the bind- 
ing effects of his overpowering feelings of 
frustration and disappointment and focused 
on realistic future plans, enabled him to 
progress through his academic tasks suc- 
cessfully. It probably would have been a 
mistake to have construed easing his symp- 
tomatology as an intensive and prolonged 
therapeutic task. 


An Alienated African 


Amos, a nineteen year old Kenyan student, 
presented an early picture of agitation, com- 
plaints about study difficulties, dissatisfaction 
with himself and his United States experience 
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and periodic, profound depression. It became 
apparent that his depression was not partias 
larly related to pressing situational variables 
A further exploration of his feelings and back 
ground revealed the long-standing nature of bis 
loneliness and depressed mood, especially at 
“prep” school in Kenya. After describing his 
feelings of dread and anger, he asked, “Why do 
I hate white people so?” 

His strong hostility toward Caucasians went 
back to childhood incidents in the bush coum 
try of Western Kenya. He had been raised 
adolescence by an aunt who questioned bis 
legitimacy. During the course of six interviews 
his mood improved somewhat, but his behavior 
became more erratic as the weeks wore on. He 
piled up extensive telephone bills, skipped 
classes and alienated people with his aggressive 
behavior. He scemed, however, to be aware of 
some of the meaning of his behavior, Comments 
such as “People think I’m queer,” and “What 
am I doing all these strange things for anyway?” 
indicated awareness of the consequences of his 
acts. 

In the meantime, a church had become in- 
terested in his plight and one of their member 
families befriended him. The more they did for 
him in the way of hospitality and direct fi- 
nancial aid, however, the more hostility he ex- 
hibited toward them. He was fearful of his 
own aggressive feelings and was also afraid that 
his former, Communist-oriented, African student 
union activities would become known. 

The counseling sessions uncovered keen 
identity diffusion problems, revealed in que 
tions such as, “Who am I and where am I 
going?” Amos had no clear goals for his 
education and only vague notions about 
choice of profession. Finally he left college 
late in the second term and disappeared until 
he was traced to a small college about eight 
hundred miles away. The last information 1 
vealed that he was going through the same 
cycle there. 


This case illustrates some of the frustra: 
tions and difficulties in dealing with st® 
dents whose pathologic tendencies are made 
manifest by their adjustment to this cul 
ture. It also exemplifies an occasionally ob: 
served phenomenon: the more vigorous the 
helping efforts are, the more depressed and 


“total push” type, this kind of student 
ems to be hindered rather than helped 
by supportive efforts. Even an intensive 

lationship with firm interpretive methods 
‘might not reach a student such as this, 
accumulation of characterologic 
oblems is made worse by the expectancies 
of a new culture. Yet suggesting he go 
ome to a family and culture from which 
felt alienated would not be a satisfactory 


An Angry Indian 


A twenty-one year old, male Indian student 
‘fame to the Counseling Service complaining 
about his “incompetent instructors” and want- 
ing to know what could be done about this 
Matter. After listening to him ventilate his 
‘feelings, the following psychological realities 
‘emerged: he was achieving well in science and 
Mathematics courses in spite of his complaints 
about the instructors, he had strong feclings of 
hostility toward authority, including the Catho- 
‘lic church, in which he was raised, and toward 
his father whom he admired, feared and re- 
‘sented. He had a satisfactory relationship with 
his mother, according to his statements. He 
fiffered numerous psychosomatic complaints, in- 
cluding profuse palmar sweating, occasional 
“Severe headaches and frequent tachycardia. He 
Ahad lived a privileged life in a small upper- 
“class, urban businessman's family, although he 
“Sw much of the brutal life of the streets, includ- 
ing killings. He spoke of his own occasional 
homicidal feelings when frustrated in past social 
situations, He treated his wife, also an Indian na- 
tional, with contempt and occasional brutality. 
Furthermore, he ignored his infant daughter, 
leaving her care to his wife. While they had an 
‘independent income, there were financial strains 
due to occasional delays from India. 

= Counseling consisted of allowing him to 
entilate freely his strong feelings of hostility 
Oward authority and women for several ses- 
followed by a rational discussion of the 
tionships among his present feelings, somatic 
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This brief case illustrates the problems 
presented by so many Asian students, who 
have an ambivalent feeling toward father 


ship. Exemplified also is the problem of 
dealing with the student whose hostility is 
directed outwardly toward people in the 
form of criticism and inwardly in the form 
of somatic complaints. This case illustrates, 
furthermore, the probable relationship be- 
tween hostility feelings and somatic com- 
plaints and the necessity for medical col- 
laboration. 


A Manipulative Iranian 


Hossein, a nineteen year old Iranian, came 
to the Counseling Service, angry because an in- 
structor would not change his grade in a busi- 
ness course, He solicited the counselor's help 
in influencing the instructor to accede to this. 
He had a strong fear of failure, backed by the 
reality that he was a borderline student on 
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academic probation. He apparently had al- 
ways been an academically marginal student who 
“got by” through manipulatory behavior, often 
in the form of special influence. While this be- 
havior was maladaptive in the United States, it 
is generally normal and adaptive for his cultural 
background. A further factor in his distress was 
his loneliness and depression at that particular 
time of year, the Iranian New Year, a gala oc- 
casion at home. He was on the fringe of his 
nationality clique, mainly because his political 
views differed from those of the majority of his 
student compatriots. He expressed a strong 
desire to settle in the United States, and much 
of his time was preoccupied with means 
whereby he might obtain a permanent resident 
permit. He rarely had dates with American 
girls because he felt feelings of discomfort, oc- 
casionally bordering on panic, when with them. 

The therapeutic approach used with him was 
one of listening to the reasons behind his re- 
quest for intervention, not accepting his de- 
mands and interpreting the inappropriateness 
of his behavior in America. An attempt was 
made to help him work through the subsequent 
feelings of resentment and frustration over these 
interpretations. He was permitted to discuss 
other problems, one of which was his concern 
about his masculinity. Worries about potency 
were not mentioned directly, but such fears 
appear to be common among young men from 
cultures where the male sees himself as a great 
lover. Impotence probably would have been 
disastrous to his self-esteem. 


This case illustrates the importance of 
being firm and direct about requests and 
efforts to push responsibility onto others 
for solving problems in the academic en- 
vironment. Some students have a lifetime 
of cultural conditioning in techniques of 
manipulation. Perhaps there are some 
cases where intervention on a student’s be- 
half might be justified. Generally, however, 
the therapist working with foreign students 
who accedes to their demands reinforces 
this kind of manipulative behavior. On the 
other hand, some students, from their cul- 
tural conditioning, expect that people to 
whom they turn for help will make prom- 
ises of further intervention on their behalf. 
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A Withdrawn Japanese 


Misha, a twenty-two year old Japanese girl, 
came to the United States on scholarship to 
study elementary teaching methods. She was 
quiet and modest in dress and manner. She 
was housed with an American family at her re- 
quest. A month after her arrival, she came to 
the Foreign Student Office complaining mildly 
that her landlady was “demanding and rigid.” 
She produced some notes which, she asserted, 
were written by her landlady accusing her of 
many things, some of which she claimed were 
untrue. The counselor, perceiving the paranoid 
flavor of the notes and their untoward effects 
on the student, helped, through the housing 
office, to arrange new housing with a landlady 
who understood the situation. 

At the same time, instructors began sending 
notes to the Foreign Student Advisor indicating 
how withdrawn and suspicious this girl was. 
They reported that she seemed to be excessively 
and progressively more detached and confused. 
They indicated that her writing samples seemed 
to have a bizarre quality and that, she exhibited 
“language problems.” These observations were 
interpreted at first as a reaction to “culture 
shock”, combined with stereotyped Oriental re- 
serve. The foreign student adviser asked her to 
come in for a routine interview, and later re 
ferred her to the Counseling Service. 

Misha came to the Counseling Service with 
several questions, one of which was her concern 
about other people’s thinking she was mentally 
ill. She was referred to the Health Service, 
which reported negative physical findings. The 
therapist also arranged a conference with the 
consulting psychiatrist. There was general 
agreement among the therapist, the psychiatric 
consultant and the Health Service physician that 
she was very schizoid and paranoid. Her be- 
havior deteriorated quickly over a period of two 
weeks, She became more sullen, suspicious and 
detached. She sent a greeting card with con- 
siderably bizarre content to the therapist. while 
it was possible that this psychotic episode would 
have eased, it was decided that the best action 
was to recommend that she go home. 

In the meantime, however, her sponsoring group 
became involved. They were concerned about 
her academic success and the validity of their 
scholarship-recipient selection procedures, and 
had a desire to be helpful. They arranged 
week-end home stays and had several interviews 
with her. One of the home stays in a neighbor- 
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ing community happened, by chance, to be with 

a psychiatrist's family. The sponsoring group 

solicited his opinions. He said that he had not 

observed the schizoid and paranoid behavior 

described by the College staff. This led to a 

considerable breakdown in communication be- 

tween the College and the women’s group, since 
they began to feel that the College did not know 
what it was doing. It was their judgment that 
her behavior was normal, considering her cul- 
tural background. During this critical time 

(which was about the third month) Misha was 

invited to several homes and interviews, some of 

which she initiated. Many people willingly 
gave advice and opinions to her which probably 
confused her more. She never really established 

a satisfactory relationship with the therapist in 

the Counseling Service, although he saw her on 

a fairly regular basis. He felt that she should 

have had intensive help outside the college set- 

ting. Even if her resistance to outside help had 
not been as strong as it was, there was little that 
could have been done, considering the paucity 
of community facilities. Her behavior con- 
tinued to deteriorate during the early spring, 
at which time the therapist was able to get her 
distant relative to persuade her to return to 

Japan. 

This case illustrates the problems of try- 
ing to arrange psychotherapy with persons 
who are judged by Americans to be exhibit- 
ing behavior typical for their culture, and 
the difficulties encountered when so many 
people have a stake in the “success” of the 
student. Our stereotypes of behavior 
(which we consider typical in a certain 
culture) may disguise psychotic tendencies. 
Furthermore, so many foreign students have 
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such a very naive conception of the nature 
of formal therapeutic counseling that they 
find it difficult to enter a relationship. _ 

Earlier repatriation might have enabled 
her to return to the comfort of her own 
culture and to re-establish routines of be- 
havior that would have enabled her to 
function more acceptably at home. The 
delaying attempts of so many people to be 
helpful and to keep her here did not con- 
tribute to the solution of her problem, and 
probably made it more difficult for her to 
take up her former life in Japan. 


Summary 


In this paper I have stressed the need 
for clear goals, flexible methods and accu- 
rate assessment of the assets and limitations 
of the foreign student. The presented cap- 
sule cases, while somewhat unusual exam- 
ples of emotional distress, nevertheless il- 
lustrate some of the problems, successes and 
failures experienced in psychological coun- 
seling with foreign students. 
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LEROY A. STONE, PH.D., GRAND FORKS, N. D. 


Mental hospitals are more and more turn- 
ing to volunteers for assistance. Programs 
can be made more successful if the volun- 
teers’ preconceptions about mental patients 
are understood. 

Volunteers are exposed to much informa- 
tion about the behavior of mental patients. 
Some of the sources of this information are 
valid enough; but many of these sources 
represent “fountains of misinformation,” 
€g., television, moving pictures and so- 
ciety’s general misconceptions about the 
mentally ill. 

Just prior to the beginning of their sum- 
mer experience, we investigated the pre- 
conceptions about mental patients held by 
a group of student volunteers. 


Formerly chief research psychologist at the Men- 
tal Health Research Institute, Fort Steilacoom, 
Washington, Dr. Stone is now in the Department of 
Psychology, University of North Dakota, Grand 
Forks, N. D. 
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PROCEDURE 


Our sample of 23 student volunteers in 
cluded 18 females. These student volun 
teers were associated with three sponsoring 
organizations: American Friends, Uni 

ian-Universalist Service Committee a 

Western Interstate Commission for Higher 
Education (WICHE). The student volun: 


Hospital or to the Mental Health Resea 
Institute (both at Fort Steilacoom, Wa 
ington) for the summer of 1964. Thein 
education levels ranged from college fres 
man to graduate student. 

At the beginning of their volunteer €x- 
perience (June, 1964) but prior to any pa 
tient contact, the Psychotic Reaction Profile 
(PRP) + was administered to these student 
volunteers. The manual describes this in- 
strument as follows: 


The PRP is an inventory developed to meas 
ure four types of behavior disturbances. F 


Preconceptions of student volunteers 


PRP consists of 85 brief and Matements 
dexriptive of behavior readily observable in hos- 
pitalized psychotic patients The PRP can be 
completed by a nurse, psychiatric aide or how 
pital therapist after three days of observation of 
the patient to be rated. Completion of the PRP 
takes from ten to fifteen minutes and consists in 
circling cach of the 85 statements as TRUE (T) 
or NOT TRUE (NT). 

The PRP consists of four relatively independ- 
ent orthogonal measures of behavioral deviation. 
The measures are: Withdrawal (W), Thinking 
Disorganization (TD), Paranoid Belligerence 
(PB) and Agitated Depression (AD). 


The author met the student volunteers 
as a group and asked them to imagine the 
average or typical mental patient they ex- 
pected to encounter during their summer 
experience and then to complete the PRP 
for this imaginary patient. They were in- 
structed to rate only behavior that they 
could expect to see during a three-day 
observational period. After a few moments 
of consternation and some muttering about 
what psychology had come to, all the sub- 
jects settled down to the task. The com- 
pleted inventories were then scored in the 
usual manner. 


RESULTS 


In general, the data indicate that the stu- 
dent volunteers perceived their imaginary 
mental patient as being more disturbed or 
ill than were the “average” patients in the 
normative patient population used in the 
PRP standardization. The student-volun- 
teer means, standard deviations and centile 
values for the four scales are presented in 
Table 1. 

The student volunteers saw their imagi- 
nary mental patient as showing somewhat 
more “withdrawal” and a lot more in the 
other three areas than would be expected 
from the norms. Since the scale scores re- 
garding the imaginary patients were found 
to be higher than are usually reported for 


TABLE 1 


Psychotic reaction le means, 
S.D.'s and centile values 


Contile Vatu 


Mean SD. Males Females 
1.7 5.8 @6 70.9 


45 Se mo wt 
98 44 98 MA 
52 12 Mó 5.8 


Scales 
Withdrawal 
‘Thinking Disor- 
ganization 
Paranoid Belligerence 
Agitated Depremion 
actual mental patients, it was questioned 
whether only a generalized score elevation 


scales (see Table 2). 

Table 2 shows that “Withdrawal” corre- 
lates significantly with “Thinking Disor- 
ganization” and with “Agitated Depres- 
sion”. All other scale correlations are 
nonsignificant. This suggests that the stu- 
dent volunteers expected withdrawn pa- 
tients also to exhibit behavioral character- 


studied held misconceptions about mental 
patients in two areas. First, the students 
expected to encounter more overt psychotic 


TABLE 2 
Correlations between a again reac- 
tion profile scale scores 


Scales 2. ch 4. 

1. Withdrawal .509° .194 519° 
2. Thinking Disorganization ...- .$72 166 
3. Paranoid Belligerence EA -SAER 


4. Agitated Depression 
* Significant at or beyond .05 level. 
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symptomatology in the “average” mental 
patient than was found as an “average” in 
the normative patient population used in 
the PRP standardization. Second, the stu- 
dents’ preconception pattern included sig- 
nificant relationships between withdrawal, 
depressive, and thinking disorganization 
manifestations. Significant interdependent 
clustering of scales on the PRP was not as 
great with the normative sample of patients 
as the students felt it would be with their 
imagined “average patient.” 

Are these particular misconceptions 
widely held? To find out, we compared 
the student volunteers’ preconceptions with 
the preconceptions held by student nurses 
in a similar investigation.? 

Both groups expected to encounter pa- 
tients who were more psychotic than the 
“average” suggested by empirical measures 
on actual mental patients. The PRP scale 
means (student volunteers) were compared 
with the means (student nurses) and were 
tested for difference. The £ test for differ- 
ence between W means was not significant. 
However, the ¢ test for differences regard- 
ing the TD, PB and AD means were statis- 
tically significant. 

However, despite great similarity be- 
tween these two sample populations regard- 
ing age, educational level, and so on, the 
student nurses and the student volunteers 
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differed significantly in their prec 
tions of mental patient behavior. T 
dent nurse sample expected mental p 
with high levels of thinking disorg: 
and paranoid belligerence. By contra 
student volunteers expected to sē 
cantly less thinking disorganiz: 

paranoid belligerence and sig 
more agitated depression than did the 
viously studied nurse sample. 


CONCLUSIONS 


As illusive a concept as “pı 
can be measured and the precon 
different groups can be compared. It 
appear that the student volunteers stu 
did expect to encounter hospitali; 

tients exhibiting more than avel 
grees of psychopathology. Perh 
training and work participation of 
teers can be conceivably made more 
ful for the patients, the mental h 
and the volunteers if their preconcept 
and misconceptions are considered. — 
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GEORGE E. GLIVA, SANTA FE, N. M. 


Mental health professions have an urgent 
obligation to communicate knowledge of 
human behavior usable to the professions 
in the field of education. Yet educators 
cannot be expected to take every course 
considered essential for them by mental 
health practitioners. There are already too 
many fields tugging to make the teacher 
training curriculum include, like Old Mo- 
Donald's farm, another course here, another 
course there, and so on. This article will 
focus on information important to teachers’ 
mental health. 

When you see the phrase “mental 
health,” what image crosses your mind? 
Craziness? A “nervous breakdown” that 
happens to someone but surely not you or 
anyone you know? For most people, the 
term “mental health” is immediately as- 
Sociated with the phrase “mental illness” 
and with the rather repulsive images people 
have of it. Teachers often wonder what 
effect mental health problems they may be 


Could it be— 
is it the teacher? 


experiencing can have on their pupils. 
Along with this, there is a myth that teach- 
ers, physicians, ministers, judges and so 
forth, are more than human creatures who 
have no right to any emotion except that 
of being “dedicated.” Therefore these crea- 
tures have no emotional needs or emotional 
rights and never have emotional problems. 
However, teachers do have emotional needs, 
rights and problems. 

Let us examine some characteristics of 
teaching that constructively fulfill the emo- 
tional needs of the teacher.’ First, there is 
the self-realization of the teacher's own po- 
tentialities through the very act of getting 
the best efforts from his students. Signifi- 
cantly influencing the lives of students is 
an important social contribution that gives 
the teacher a feeling of living on, so to 


Mr. Gliva is Mental Health Planning Co-ordinator, 
Division of Mental Health, New Mexico Depart- 
ment of Public Health. 


595 


speak, through his pupils’ future achieve- 
ments. 

Generally speaking, the orderliness and 
predictability in teaching fulfills some of 
the basic needs of security. A teacher en- 
joys a considerable degree of independence 
in conducting his classes and in developing 
skills that he feels are most likely to con- 
tribute to his own growth and contentment 
both as a person and as a teacher. Thus 
the teaching situation provides many op- 
portunities for developing personal auton- 
omy, the realizing of self, the accepting 
of self and respect for others. Please note 
that the words “development,” “accept- 
ance” and “realization” are not used. 
The last two imply an attainment while 
the first expresses the idea of maintaining 
these qualities. They are not constant, 
and they require solving and re-solving 
throughout our lives. This brings us to 
the second main thought in this article. 
Teachers do have emotional problems, 
some of which are related to the teaching 
situation itself. 


Emotional Pitfalls in Teaching 


Teachers are extremely conscientious. 
To avoid engendering any more guilt than 
they already have, this discussion will con- 
centrate on those characteristics the teacher 
can do something about, either through 
his own efforts or with some help from 
those around him.2 (Administrators have 
a key role in building teachers’ mental 
health. However, this is another story.) 

Before we explore these characteristics, 
there is a point the author must make. 
Teachers can go much further in positively 
influencing their pupils than they can in 
negatively affecting them. The person- 
ality has many mechanisms that come to its 
assistance when emotional self-preservation 
is threatened. In addition, children’s emo- 
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tional “bounce back” is next to miraculous. 
To put this another way, the teacher is the 
one who suffers most when he is unwittingly 
conducting his teaching role in an un 
healthy fashion. His pupils move on: but 
he remains to live with himself. 

One frequently observed pitfall is the 
teaching situation’s potential for develop- 
ing the “mother hen” complex, particularly 
at the elementary school level. Earmarks 
of this complex are over-organization of the 
pupils, “smother” love and high expecta 
tion of a rich return in terms of pupils 
devotion. The teacher is unconsciously ful 
filling her own needs, primarily at the ex- 
pense of the pupil. By this teacher, mis 
behavior (usually normal for the child's 
developmental level) is taken as a personal 
rejection of her and is usually countered by 
rejecting the child. 

Children with severely disturbed home 
situations are particularly vulnerable, since 
the teacher has a perfect rationalization— 
“After all, what can you expect from a 
child with such a home?” The teacher tries 
to work with the child, but the necessary 
sincerity is lacking. Without exception, 
children eventually sense this. Unfortu- 
nately the mother hen type is seldom aware 
of this lack, and is usually convinced of 
possessing only motives that are beyond 
question. 

The teaching situation can also foster 
the “habit of command” complex. Class 
room teachers, in constant contact with de- 
veloping minds and managing groups, may 
become overly inflated with their wisdom 
and power. In view of man’s universal 
need for self-esteem, it is a trap for a teacher 
to use his position in this way at the e% 
pense of student initiative and responsibil- 
ity. The teacher who is continually irate 
at the “irresponsibility of this younger ger- 
eration” needs carefully to examine his 
techniques of classroom guidance. Even 


more important, he needs to take an inven- 
tory of his attitudes toward pupils and find 
out if he has imperceptibly become a “pupil 
hater.” 

The basic antidote to these types of 
teacher behavior is the kind of self-aware- 
ness that often requires a helping hand 
from school administrators who themselves 
have developed insights into human be- 
havior. They are then able to approach 
their teachers with acceptance, understand- 
ing, a cool head and a warm heart. This is 
not only psychologically necessary but edu- 
cationally and economically vital. Teachers 
are precious commodities. 


Teachers’ Emotional Rights 


In addition to their right to have prob- 
lems, teachers have the right to have help, 
professional if needed, without censure or 
rejection by their colleagues, superiors or 
the community. More than for any other 
reason, potentially good teachers are not 
getting the help they need because of their 
fear of dismissal. Also, teachers are caught 


Is it the teacher? 


GLIVA 


in the myth of superhuman-ness. If seeking 
help when it was appropriate could become 
thought of as a sign of health rather than 
weakness or over-dependency, much of this 
resistance would melt away. Here again, 
our educational officials will need to be- 
come much more realistic about the mental 
health needs of their staff. 

When the day arrives that normal peo- 
ple, with their normal imperfections and 
unsolved problems of living, come to view 
the need for self-discovery and self-develop- 
ment as a “must”, not only will many 
serious mental illnesses be averted, but we 
will surely be well on our way to mental 
health in its most positive terms. 
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RICHARD K. McGEE, PH.D., GAINESVILLE, FLA. 


Changing the focus 
the educational mess 


Until a few months ago it was my privilege 
to participate in the establishment of what, 
in my opinion, was the most modern, far- 
sighted, and revolutionary program for the 
treatment of seriously mentally disturbed 
people yet to appear on the American 
scene. From the completely unrestricted 
visiting hours to the unlocked doors and 
plate glass windows without screens, from 
the designation of patients as guests to the 
self-government, therapeutic community 
meetings on each unit, Moccasin Bend 
Psychiatric Hospital symbolized a treat- 
ment philosophy as advanced in the present 
day as the historic striking-off of the chains 
at La Bicetre was in 1792. Yet I left this 
program. Why? The answer, though by 


Dr. McGee is assistant professor at the J. Hillis 
Miller Health Center, College of Health Related 
Services, University of Florida. 

This talk was presented as the keynote address for 
the Education Committee Workshop at the Annual 
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state hospital, however small or he 
modern, is, and must of necessity 
treatment center. In this age of 
and medical knowledge concerning the 
havioral maladjustments we call “ment 
illness,” the most primitive thing we & 
is to provide a bed for a mental patie 
Even when we surround that bed with 
atmosphere and a staff of personnel € 
lightened and well trained to use the lat 
treatment methods and concepts, we are í 
ing no more for the mentally ill than 
done for them two hundred years ago i 
the notorious Lunatics’ Tower in 
Vienna. Bad as they are by current cri 
the earliest forms of treatment were om 
the most modern and up-to-date, and fi 
excelled what had gone before. 

I left Moccasin Bend, as did a num 
my former colleagues, because the m 
revolution in mental health is far b 
than treating the disturbed patient. 
come to encompass the public health 


ciples of primary prevention and rehabilita- 
tion in addition to treatment for the sick. 
It now focuses on research and training in 
addition to clinical service. These are all 
programs which even the finest state hos 
pital must place secondary to its treatment 
program. 

A close parallel to the history of psychia- 
tric treatment is to be found in the history 
of mental health education. Even with 
visual aids and member-participation work- 
shops, we are just as primitive as the Vienna 
Lunatic Tower if all we do is ring bells, 
beat drums and wave banners to influence 
national, state, and municipal law makers 
to give money to buy bricks and brains to 


extend modern treatment to people in 


psychological trouble. I do not disparage 
these activities, just as I have nothing but 
the highest respect for the treatment pro- 
gram I helped (to a limited extent) to de- 
velop. But I wish to be equally clear that 
this alone is not enough: it is but a bare 
beginning. 

Those of us who identify with the special 
interest group dedicated to mental health 
education also have a long and very color- 
ful past. Our methods are not new. Men- 
tal health education, as defined by the 
NAMH Education Committee Handbook, 
is simply “. . . an effort to bring about a 
greater understanding of the causes and 
effects of mental illness, of the needs of the 
mentally ill, and of the principles of good 
mental health.” I propose to take you on a 
brief journey into the pages of history and 
consider some of the mental health educa- 
tion messages carried by our own forebears. 

We may suppose that the wisdom of 
Hippocrates and his peers in the Golden 
Age of Greece was lost to the world partly 
because they had no official As 
early as 800 B.G., we read of Greek temples 
where the priests supplemented prayer and 
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demonology and advocating treating pe 
tients at home, in the midst of thelr friends 


rich Kraemer 
as the Malleus Maleficarum,” which was 


UE eg Se oe 
* The Witch's Hammer, 
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cheer the burning of witches. In the 16th 
century, Luther wrote: 


“The greatest punishment God can inflict on the 
wicked . . . is to deliver them over to Satan, who 
with God's permission kills them or makes them 
to undergo great calamities. . . . In cases of 
melancholy . . . I conclude it is merely the 
work of the devil. Men are possessed by the 
devil in two ways; corporally or spiritually. 
Those whom he possesses corporally, as mad 
people, he has permission from God to vex and 
agitate... .” 


As we know, Luther wrote for and talked 
to the people. 

And then it came time for a new message. 
A revolution was in the offing. A physician 
named Johann Weyer published a book in 
1563 in which he tried to show that those 
imprisoned, tortured and burned for witch- 
craft were really sick mentally, and that 
great wrongs were thus committed against 
innocent people. Twenty years later a 
second work, The Discovery of Witchcraft, 
was published by Reginald Scot. His mes- 
sage discredited the basic tenants of the 
Malleus Maleficarum and convincingly re- 
futed the existence of evil spirits as the 
cause for mental disorder. Over the next 
two centuries, continued attacks by con- 
cerned people, who were dedicated to bring- 
ing about greater understanding of the 
causes and effects of mental illness, forced 
witchcraft to give ground and paved the 
way for the development of a new program 
which we, today, are in the process of at- 
tacking as vigorously as if it were a 20th 
century demonology. 

But the status quo dies slowly. The far 
right, conservative element fought to pre- 
serve the past. Weyer’s book was banned 
by the Church until the 20th century. King 
James I of England ordered that Scot’s book 
be seized and burned. In 1768 John Wesley 
declared that “The giving up of witchcraft 
is in effect the giving up of the Bible.” 
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There is terrible irony in the fact that from 
the success of mental health education in 
one era springs the seeds of rigidity against 
which the very same educational effort must 
prevail in the next. 

The great life and personality of Doro 
thea Lynde Dix are known to all who sup 
port mental health activities. Dorothea Dix 
was, like Sprenger and Kramer, Weyer and 
Scot, an educator who addressed herself to 
the same goal that has brought us to this 
Education Workshop. In 1841 she was ex- 
posed to the deplorable conditions which 
characterized the local community jails, 
asylums and almshouses where modern 
treatment methods dictated mentally ill 
people should be kept. (It was better than 
burning.) In 1848 she reported to the Con- 
gress of the United States on the 

“More than 9000 idiots, epileptics and insane 
in the United States, destitute of appropriate 
care and protection . . . bound with galling 
chains, bowed beneath fetters, and heavy iron 
balls attached to drag-chains, lacerated with 
ropes, scourged with rods and terrified beneath 
storms of execration and cruel blows; now sub- 
ject to jibes and scorn and torturing tricks; now 
abandoned to the most outrageous violations” 


In the middle of the last century, Doro 
thea Dix was a one-woman “Joint Commis- 
sion on Mental Illness and Health.” Self 
commissioned, without Presidential ap- 
pointment, she launched an educational 
campaign that rocked the nation. Her 
message was not so much on the under 
standing of the causes and effects of mental 
illness as it was on the needs of the mentally 
ill. And she was heard. The Congress 
listened and reacted. In 1851 both houses 
of Congress passed an act which set aside 
10 million acres of public land for the 
purpose of providing space for building 
institutions for the care of the indigent 
mentally ill. Previously, 100 million acres 
had been proposed for the support of 


higher education to make available numer- 
ous land-grant universities across the na- 
tion. For education, maybe, but not for 
mental health; the act was vetoed by Presi- 
dent Pierce. The New Frontier and the 
Great Society beyond were still a long way 
off. 

Undaunted, Dorothea Dix pursued her 
goal into the chambers of some thirty-six 
state legislatures across the land. She re- 
peated her message again and again for 
forty years. Twenty states responded di- 
rectly to her challenge, and set aside money 
and land for the building of state mental 
hospitals. In all, she is credited with hav- 
ing been responsible for the erection of 32 
state mental institutions, which in three 
generations became massive domiciles for 
the living dead. Many are still standing 
and are still in use. The local communities 
gladly gave up their citizens to the state 
hospital authority. Not only were local 
tax funds greatly relieved, but recalcitrant 
patients and deranged, troublesome rela- 
tives were better able to be cared for when 
they were “sent off.” In addition, the hos- 
pitals were so far away from most homes 
that there was little to remind the commun- 
ity of its failure, or to arouse guilt in 
families for having sent loved ones off to die. 
But an educational message had been effec- 
tive and a nation had been aroused to the 
“needs of the mentally ill.” 

As it turned out, all was still not wine 
and roses, Low wages, lack of personnel, 
isolation from the watchful eye of the com- 
munity and massive overcrowding all con- 
tributed to the return of deplorable con- 
ditions and inhumane treatment. At the 
turn of the century, there was one notable 
exception—a mind found itself. The result 
enabled a dynamic and energetic man, a 
hypomanic ex-patient, to organize the Na- 
tional Committee for Mental Hygiene, later 
to become the National Association for 
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Mental Health. This organization's his 
tory has been one of continual educational 
campaigns in behalf of improving condi- 
tions in the state hospitals. Exactly fifty 
years after the founding of the National 
Committee, the Joint Commission on Men- 
tal Illness and Health declared: “Viewed 
either historically or currently, the care of 
persons voluntarily admitted or legally 
committed to public mental hospitals con- 
stitutes the great unfinished business of the 
mental health movement.” 

The Joint Commission set about finish- 
ing that business. The approach, like 
Scot's Discovery of Witchcraft, was to re- 
verse the results of Dorothea Dix’s lifetime 
campaign. “No more hospitals of more 
than 1,000 beds, and not another patient 
in a hospital already having 1,000 patients.” 
“Return patients to communities; treat 
them in general medical hospitals and com- 

hensive community mental health cen- 
ters.” “And to accomplish these things, re- 
write State laws if necessary, to up-date 
them in keeping with modern treatment 
concepts.” “Make available Federal funds 
for a National Mental Health Program.” 
So recommended the Commission. A new 
revolution was born, and a new mental 
health educational campaign was aimed at 
overcoming the success of the previous 
one which had effectively made the state 
hospital system a way of life. And across 
the land, the hue and cry of those who 
would prefer to keep what we have began 
to be heard. This time it took the form of 
proclaiming the martyrdom and “political 
imprisonment” of a “great general” who 
was hospitalized against his own judgment, 
of spreading rumors of a vast concentration 
camp for mental patients in Alaska and of 
denouncing encroaching control of the Fed- 
eral government. To paraphrase John Wes- 
ley’s famous statement regarding witchcraft, 
“To give up state hospitals and antiquated 
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state statutes is in effect the giving up of the 
free, American way of life.” 

From the Lunatics’ Tower in Vienna to 
the banks of the Tennessee River below 
Lookout Mountain, our practice has al- 
ways been to provide the best and most 
modern treatment the spirit and knowl- 
edge of the times would permit. From the 
Malleus Maleficarum and Luther's Col- 
loquia Mensalia to the Joint Commission’s 
Action for Mental Health, we have con- 
tinually waged campaigns and counter- 
campaigns to educate the decision makers, 
the people in authority who hold the purse 
strings and make the laws, about the causes 
and effects of mental illness and the needs 
of the mentally ill. History has repeated it- 
self for centuries, and unless we alter the 
focus of our educational message, we will 
still be engaging in a time-honored and 
valuable but primitive practice. 

When President Kennedy asked the Con- 
gress for “a bold new approach” to prob- 
lems facing the mental health field, he was 
not asking just for more money to build 
more buildings and to train more people to 
do more of the same old things more effici- 
ently. He added an emphasis on preven- 
tion and rehabilitation to the emphasis on 
treatment, and declared that the three con- 
cepts would jointly be “. . . substituted for 
a desultory interest in confining patients in 
an institution to wither away.” 

In that same message, the late President 
signaled a new focus for mental health 
education. He said, “We must promote— 
to the best of our ability and by all possible 
and appropriate means—the mental . . . 
health of all our citizens.” We are now 
challenged to focus on health and well-be- 
ing, rather than on sickness and despair. 
We are faced with the opportunity of focus- 
ing mental health education on the final 
goal set forth in our Handbook definition— 
bringing about an understanding of the 
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principles of good mental health. 1 can 
find no previous phase of psychiatric his- 
tory in which this concept was publicly 
pronounced and endorsed. 

There may be a number of ways in which 
this preventive mental health message can 
be carried to the citizens of our land. Let 
me suggest one approach worthy of serious 
consideration. I propose a new target 
group, one that, so far as I can determine, 
we have yet to engage directly. This is the 
group known as “people at risk.” These 
are people undergoing a period of transition 
or crisis, people who are called upon by the 
circumstances in which they live to make 
adjustments in their daily living patterns, 
people whose coping behaviors are being 
challenged; these are people who need an 
educational message as well as a friend. 

Think for a minute about the intense 
psychologic stress you suffered during the 
time when your family was engaged in the 
ordeal of moving to a new house, or even 
a new city; or the stress involved when the 
first child was born into your family; or the 
difficulties you faced in getting adjusted to 
living with another personality after the 
honeymoon was over. These are transition- 
crisis periods for all of us, psychologically 
speaking. Many of us were not prepared 
for these events, even though we may have 
had months in which to anticipate and 
plan for them. We were not prepared for 
what we would face because society has not 
programmed specific mental health mes- 
sages for this kind of life hazard. 

One of my students and I have just com- 
pleted a two-year study of Alachua County, 
Florida? in which we have been able to 
demonstrate a clear temporal relationship 
between family crises and the admission of 
county residents to the state mental hos- 
pitals. We added together the number of 
births, marriages, accidents treated in the 
emergency room and family moves to new 


houses for each month, and found that 
steady increases in these transition events 
were always followed by a peak in admis- 
sions to state hospitals. Here is a rich, un- 
touched area for mental health education, 
aimed at primary prevention. And there are 
a number of other kinds of personal stresses 
for which we might prepare an educational 
message if we could only predict when they 
would occur. We can plan for birth, for 
marriage, for moving. But we can seldom 
plan for a death, for a divorce, an emer- 
gency operation, a fire, earthquake or hurri- 
cane, or a suicide. When one of these tragic 
events breaks upon the quiet desperation of 
an unsuspecting family, it sets off a psycho- 
logic panic nothing else can quite equal. 
Outwardly the participants may be calm, 
even extraordinarily collected and resource- 
ful, as if their innermost strengths had been 
summoned into action (as indeed they have). 
But the cost is great, and when the acute 
ctisis subsides, the need for help may be 
severe. As Caplan® has said “Every crisis 
presents both an opportunity for psycho- 
logic growth and the danger of psychologic 
deterioration. It is a way station on a 
path leading away from or toward mental 
disorder.” Caplan and his associates 
are confident that if enough people are 
aware of how to handle a crisis, and 
if enough other people are concerned 
enough to offer direct help to those who 
face them, more and more men, women, and 
children will be able to work effectively 
through the inevitable life hazards that face 
us all. As the Florida Planning Council’s 
chairman has said: “The day is coming 
when the disorders we now call illnesses 
will be seen as difficulties of daily living, 
problems in interpersonal relationships and 
inefficiency in encountering and accepting 
one’s own inner self.” The distinguished 
Social psychiatrist, Harry Stack Sullivan, 
once put it this way: “It is people who make 
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people sick; and it takes people to make 
them well again.” 

This must be the new focus of our educa- 
tional messages: teaching the citizens of 
our communities how to face life themselves 
and how to help others to do the same. No 
greater challenge has ever faced our Mental 
Health Association and its local chapters. 
No other success would be so directly fo- 
cused on preventing psychologic casualty 
and so certain of eliminating the cause for 
which we originglly came into existence, 
improving the care of hospitalized patients. 

Those of us who are currently devoted to 
mental health education will not, in all 
probability, be present to witness the judg- 
ment future historians will make of our 
labors. If we are in error due to lack of 
knowledge and understanding, let us be 
judged harshly for our ignorance, as we 
have today dealt with those who preceded 
us, But let it not be recorded for future 
generations that we failed in our educa- 
tional duties because we tenaciously clung 
to an age-old message and dared not 
broaden the focus of our efforts. 
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Rating the potential for 


There is increasing concern about the 
shortage of Registered Nurses in the United 
States. One attempted solution has been 
the development of a nursing curriculum 
leading to the “Associate in Applied Sci- 
ence” degree at the two-year community col- 
lege. With this goes eligibility to take 
state board examinations for Registered 
Nurse. This implies that young women 
can be introduced to the rudiments of the 
nursing arts and can be prepared to ren- 
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psychiatric nursing 


der appropriate “bedside” nursing care 
within the temporal confines of the tra- 
ditional academic day and in two academic 
years. A brochure from the Bronx Com- 
munity College states: “You can become a 
nurse in two years of college study, while 
living at home.” 

Such a program must considerably limit 
the amount of time the students will spend 
in any “nursing area.” Evaluation of the 
work the student does in any circumscribed 
nursing area is desirable. But because of 
the limited time available for supervision, 
an estimate of her potentiality for further 
work in that area would seem to be of para- 
mount importance. This study explores 
some of the factors that may enter into ap- 
praising a student’s potentiality for psy 
chiatric nursing. It is designed to invest 
gate the following questions: (a) To what 
extent do instructors agree in their rating 
of students’ potentiality for psychiatric nur 
sing? (b) Do instructors see higher po- 


tential in those students whose attitudes 
are most similar to their own? (c) Does a 
“psychiatric symptom index” and test of 
authoritarianism yield scores that correlate 
with ratings of potentiality? (d) Do in- 
structors’ ratings of potentiality for psy- 
chiatric nursing correlate with students’ 
expressed preference for psychiatric nurs- 
ing? (e) Does expressed preference for psy- 
chiatric nursing correlate with a psychiatric 
symptom index or authoritarianism scores? 


PROCEDURE 


Participants were 23 female student nurses 
ranging in age from 17 to 44 years with a 
median age of 24. All had a high school 
education or its equivalent. Five of the 23 
had some college experience, including 
two who had been graduated from college. 
Eight were married. 

The students received their psychiatric 

experience during the first six weeks of 
their fourth and final semester at the Bronx 
Community College. The experience con- 
sisted of two six-hour days per week on the 
inpatient psychiatric service of a large uni- 
versity-affiliated general hospital. The 
work at the hospital was supplemented by 
lectures and seminars at the college. The 
training included 36 hours of actual patient 
care, 
y The students were rated by two nursing 
instructors. Each of these supervising 
nurses had a master’s degree. One of the 
Instructors had worked with the students 
from their first days at the college. The 
other had joined the college faculty just 
Prior to the beginning of the students’ psy- 
chiatric experience. 

The Cornell Index, Form N21 was used 
as the psychiatric symptom index. This 
Was prompted by the notion that students 
displaying significant degrees of psycho- 
Pathology would be seen as having limited 


Potential for psychiatric nursing 
ROZAN, JAFFE AND FELDSTEIN 


ability for therapeutic interpersonal partici- 
pation? 

An abbreviated 24-item version of the 
California F scale was used as a measure of 
authoritarianism. Originally developed in 
the study of prejudice and fascism, the F 
scale was designed to evaluate psychologic 
attitudes such as conventionalism, stereo- 
typy, anti-intraception and submission to 
and coercion by idealized authority.* 
Cohen and Struening è have suggested that, 
for the authoritarian personality working 
within the mental hospital, patients may be 
regarded as a “negatively stereotyped out- 
group in much the same way as are racial, 
religious, or political minority groups in 
the r society.” Kahn, Pollack and 
Fink * concluded, in a study using psychi- 
atric patients as subjects, that “low F score 
patients were characteristically more criti- 
cal and discriminating persons, while those 
with high F scores were more undifferen- 
tiating and stereotyped in their reactions.” 

It has been suggested that the psychologic 
variables mentioned under the rubric of 
authoritarianism are not compatible with 
the rendering of insightful psychiatric help. 
While empirical evidence is lacking, Frieda 
Fromm-Reichmann® summarized current 
thinking about authoritarian behavior on 
the part of therapists by stressing the inter- 
ference of such behavior with the growth 
and maturation of the patient. 

The nurses’ professional preferences in- 
ventory represents the variety of available 
specialization areas in nursing, and was 
compiled by the senior author. 

During the second week of their psychi- 
atric training, the students were given both 
the Cornell Index (C.1.) and the F scale, 
while their instructors completed only the 
F scale. In their sixth week on the psy- 
chiatric service, the students completed the 
nursing professional preferences inventory. 
At the conclusion of this six week period, 
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TABLE 1 
Nurses’ professional preferences 
inventory 


1. Operating room nursing (scrubbing and circu- 
lating) 

. Pediatric nursing 

. Post-operative bedside nursing 

Psychiatric nursing 

. Emergency Room nursing (hospital) 

6. Public health nursing (includes Visiting 
Nurses) 

7. Medical ward bedside nursing 

8. Industrial nursing (physical and insurance ex- 
aminations) 

9. Obstetrical and gynecologic nursing 

10. Working in a doctor's office 


ot me oe Po 


each instructor was asked to estimate the 
potentiality of the students for psychiatric 
nursing by ranking them from the student 
with the most potential (rank number 1) to 
the one with the least. The “forced rank- 
ing” method was adopted after a prelimin- 
ary attempt to get an independent estimate 
for each student failed to produce any 
spread among the students. It was recog- 
nized, of course, that the “forced ranking” 
technique might have resulted in a ran- 
dom assignment of the students to the rank 
position. That this did not occur is sug- 
gested by the agreement between the in- 
structors’ rank assignments. 


RESULTS AND DISCUSSION 


The agreement of the nursing instructors in 
ranking the students was evaluated by 
means of a Spearman rank order correla- 
tion and found to be 0.78. This correla- 
tion was considered high enough to average 
the ratings for further analysis of the data. 
In spite of a disparity of one and a half 
years in their acquaintance with the stu- 
dents, the instructors rated the students 
similarly. The high correlation between 
the instructors’ ratings of the students was 
conjectured to be a reflection of similar at- 
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titudes shared by the two instructors, 
However, the scores of the instructors on 
the F scale (z scores—57 and 38) suggest that 
their attitudes are not similar. In addi- 
tion, a comparison by inspection of the F 
scale scores of the instructors and students 
provides little support for the possibility 
that the instructors ranked those students 
high who have F scale scores similar to 
their own, It seems, therefore, that simi- 
larity of attitudes between instructors and 
students was not a basis for the ranking of 
the students. Other criteria appear to be 
operative in the high agreement of the 
instructors, the nature of which was not 
clarified by this study. 

There seems to be little relationship be- 
tween potential for psychiatric nursing as 
estimated in this study and C.I. scores 
(tho=.02) or F scale scores (tho=—.04). 
Indeed, the relation between F scale and 
G.I. scores was also nonsignificant. Simi- 
larly, vocational preference for psychiatry, 
as expressed by each student, revealed no 
significant relationship with the actual 
rating of potential made by the instructors. 
Only six of the nurses picked psychiatry as 
their first preference. However, all six had 
F scores of 48 or below, whereas only 47 
per cent of the other 17 students had F 
scores in this lower range. 

There is some weak indication in the 
data that those students who obtained 
either high or low C.I. scores were ranked 
as exhibiting poor potential for psychia- 
tric nursing. The evidence is not suficient, 
however, to allow for a useful statement, 
and replication is needed. 


SUMMARY 


An attempt was made to explore some cor 
relates of instructors’ predictions of po- 
tentiality for psychiatric nursing. The 
subjects were a group of 23 student nurses 
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enrolled in a two-year community college 
who were exposed briefly to an inpatient 
psychiatric service. Ratings of the stu- 
dents’ potentiality for psychiatric nursing 
were made by their two: supervising in- 
structors. While the prior exposure of the 
instructors to the students differed consid- 
erably, their ratings of the students were 
significantly similar. The criteria by which 
the instructors were able to agree so closely 
on their ranking of the students remain un- 
clear. A community of attitudes shared 
by students and instructors did not seem 
to be involved in the predictions. Rating 
of potentiality did not appear related to 
symptoms of psychopathology, degree of 
authoritarianism or expressed preference 
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for the psychiatric area. There was a sug- 
gestion that the students most strongly pre- 
ferring psychiatry had lower authoritarian- 
ism scores. 
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Therapeutic education: 


a multidisciplinary approach to the 
needs of the disturbed child 


More than one discipline is required for an 
effective, efficient treatment program for 
the emotionally disturbed child. The 
school is the only agency with the responsi- 
bility of serving the entire population of 
children. Hence it behooves educators to 
take a leading role in the identification of 
emotionally disturbed children and in the 
development of a therapeutic educational 
program. School personnel have an unique 
position with regard to initial identification 
of these children. With this in mind, the 
director of a Midwestern special education 
department accepted the challenge and the 
Opportunity to improve available services 
for the emotionally disturbed child. 
Extensive research 1,2 had been conducted 
in the area of identification of emotionally 
disturbed children in the school. Referrals 
were made by the teacher in the regular 


Mrs. Stern is a teacher-therapist in the public 
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classroom, using observational techniques 
and rating scales. These admittedly gross 
measures of youngsters’ disturbances were 
adequate for an initial identification. Re 
ferrals also originated from mental health 
clinics, parents and school personnel other 
than the child’s teacher. Then individual 
testing was administered by a qualified 
psychological examiner to those children 
who indicated potentially serious problems 
on the group tests or rating scales. Instru- 
ments used by the psychologist usually in- 
cluded the Wechsler Intelligence Scale for 
Children, Stanford-Binet, Peabody Picture 
Vocabulary Test, Illinois Test of Psycho- 
linguistic Abilities, drawings, interviews 
and varied projective techniques. At least 
three of these were given to each referred 
child. 

Following the individual testing, a con- 
ference was scheduled at which all profes 
sionally involved personnel shared informa- 
tion about the child. In attendance, usu- 
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ally, were the school social worker, the 
dassroom teacher, any special teacher work- 
ing with the child (such as a reading or 
speech specialist), the school psychologist, 
principal, director of special education, 
teacher-therapist and any community 
agency personnel working with the child in 
question. 


AVAILABLE FACILITIES 


Sometimes the services of the school social 
worker were indicated. These could con- 
ceivably include one (or a combination) of 
the following: consultant to the teacher, 
caseworker for the child, caseworker for the 
parents or liaison person for an outside re- 
ferral. 

When the major difficulties appeared to 
be primarily academic (resulting from a de- 
ficiency in the development of appropriate 
learning skills) the program for children 
with learning disabilities was recommended. 
This offers the services of a remedial 
specialist to work with the child on an 
individual basis for forty minutes daily in 
the academic area requiring strengthening. 
The specialist also assists the regular teacher 
in adjusting class assignments to aid in the 
development of the child. 

When dealing with the entire school age 
Population, it was not uncommon to dis- 
cover children for whom none of these 
facilities would be considered adequate. 
At this point, the services of a psychiatrist 
Were requested. His evaluation and recom- 
mendation would then be forwarded. Oc- 
casionally, a child might be best served by 
placement in a foster home, institutional- 
lation and/or intensive psychiatric treat- 
ment. The psychiatrist, psychologist Or 
Social worker then interpreted this to the 
Parents and assisted in directing them to 
“propriate personnel. 

If it seemed best to place the pupil in a 
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special class for emotionally disturbed chil- 
dren, this would be done. To be eligible 
for this, the child had to meet these entrance 
criteria: chronologic age of 5 to 10, average 
(or better) intellectual potential, psycho- 
educational-medical study indicating that 
the pupil could profit from such a place- 
ment to the point where he could return to 
a regular classroom within a maximum of 
three years, and parental cooperation. 


PHYSICAL FACILITIES 


The elementary school in which the special 
class was to be housed had been planning 
an extensive addition to its building at the 
time the special class was being blue- 
printed. Taking advantage of this fortuitous 
occurrence, the staff worked with the archi- 
tect to include the unique physical facilities 
for the special program. Although the 
facilities were based on Cruickshank's 
study, important modifications and addi- 
tions were made as recommended by the 
staff. In addition to making full use of 
published materials in the field, the teacher- 
therapist had extensive training and experi- 
ence and was able to contribute several 
unique ideas pertaining to the physical 
environment as well as to other areas of the 
program. 

Although the class was housed in a regu- 
lar school building, there were certain de- 
partures from the usual classroom structure. 
The room size was 45 by 27 feet, slightly 
smaller than the average classroom. The 
special room contained toilet facilities, coat 
closets, a sink and a water fountain. Build- 
ing materials were chosen for durability, 
easy maintenance and attractiveness. All 
walls were covered with ceramic tile to a 
height of seven feet. Painted cement blocks 
made up the remainder of the wall. Desks, 
tables and partitions were covered with For- 
mica. The attractiveness of the room 
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helped develop favorable impressions of the 
special class among all the students in the 
building. The attractive, durable materials 
not only insured easy maintenance, but also 
served as built-in inhibitors of destructive 
tendencies. 

Color combinations of beige, light browns 
and yellows were chosen for their warm, 
subdued and pleasant effect. Consistent 
with the philosophy of reduced stimuli, 
there were no windows in the room. Four 
dome-like skylights, however, provided a 
great deal of natural light. Carefully plan- 
ned artificial lighting, along with the sky- 
lights and neutral colors in the room, made 
students, visitors and teachers completely 
unaware of the lack of windows. This 
planned pleasantness encouraged comfort- 
able, relaxed interaction. 

Two connecting walls contained built-in 
booths as private offices. Each booth had 
a built-in, L-shaped desk, allowing the child 
to turn completely away from the open class- 
room when judged necessary by the teacher 
or the student. The side extension allowed 
the child to do assignments from the chalk- 
board with only a partial retreat or segrega- 
tion from the group. The side desk also 
served as a transitional point between com- 
plete and partial withdrawal from the 
group. 

A major goal of this special class was to 
help the child to return as soon as possible 
to a regular class. With this in mind, the 
school procured furniture offering flexibil- 
ity, to encourage group and group-like ac- 
tivities. These could be used as needs indi- 
cated. All bulletin boards were away from 
the work area; one bulletin, indeed, was just 
outside the classroom. 

In addition to educational materials 
found in the regular classroom, special sup- 
plies were ordered and developed to meet 
the unique educational needs of the chil- 
dren in the program. 
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THE SPECIAL CLASS 


According to state regulations, a maxi- 
mum of eight children could be served in 
the special class at any one time. After 
the first two youngsters were brought into 
the class, a period of one to three weeks 
lapsed before each new student was intro- 
duced to the program. This enabled the 
teacher-therapist and the children to be- 
come relatively well-acquainted before ad- 
ditional children entered the group. 

Instructional methods and techniques 
were characterized by elasticity, creativity 
and professional objectivity. Although un- 
conventional methods and materials were 
used when necessary, the constant tendency 
was in the direction of accepting and func 
tioning adequately within the framework 
of the usual curriculum, 

The behavioral and educational problems 
that occurred required handling in as many 
ways as there were children who created 
them. Despite the need for individualized 
programming, certain generalizations held 
true for all the children. Some of these 
were: the need for genuine acceptance of 
the child at all times, a trusting relationship 
with the teacher-therapist, insured success 
experiences, clearly defined expectations 
and limitations and a faith on the children’s 
part in the teacher-therapist’s ability to 
help them grow. 

The special, ungraded room was called 
the “adjustment class.” This is, in essence, 
a description of one of its major functions: 
a place where necessary adjustments were 
made to enable the disturbed child to Te 
turn to a regular classroom. Other general 
goals included: 

1. Helping the child gain some trust in adults 
and some competence in meeting the demands 
of his family, school and friends. This included 
help in gaining confidence in self, acquiring skills 
that would help him feel more adequate, becom 


ing better able to accept limits and controls on 
his behavior. 

2. Helping the child acquire academic skills as 
nearly commensurate with his abilities as possi- 
ble. This might mean providing him with reme- 
dial work in reading, arithmetic and other aca- 
demic subjects to arrest his tendency to become 
increasingly academically retarded. 

3. Helping the regular teachers understand the 
problems of these children, 

4. Helping the emotionally disturbed child to 
alleviate habits that evoked rejection by family, 
school and friends, and to acquire habits that 
would make him more acceptable to those per- 
sons important in his life. 

5. Assisting the child in gaining some cognitive 
control over his behavior by helping him identify 
specific goals, reviewing with him his progress 
toward achieving such goals and delineating plans 
for insuring greater success and satisfaction on a 
day-to-day basis. 

6. Helping the child gain a feeling of belonging- 
ness in the school, in the home and in the com- 
munity, and helping him to perceive the world 
about him favorably. 

7. Fostering increased understanding of the 
child by the parents, thus promoting greater ac- 
ceptance of the child and improved methods of 
promoting his growth and development. 


A TEAM APPROACH 


To aid in reaching these goals for the emo- 
tionally disturbed child, each discipline 
contributed to form an intensive psycho- 
educational program. The administrative 
staff gave direction and support; the psy- 
chiatrist provided consultative services to 
the staff; the psychologist interpreted test- 
ing as it related to individualized planning; 
the social worker furthered understanding 
and continuity between the parents and the 
Special class personnel; and the teacher in 


the special class served as a teacher- 
therapist. 


THE TEACHER-THERAPIST 


The teacher-therapist is expected to pos- 
Sess the usual teacher competencies plus 
4 thorough understanding and working 
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knowledge of child therapy. The teacher- 
therapist's goal is primarily educational, but 
the emotionally disturbed child requires 
considerably more than the usual teacher- 
student relationship. Understanding that 
success in learning is emotionally therapeu- 
tic and growth-promoting, the teacher con- 
tinually strives to help the child achieve this 
end. Occasionally the teacher-therapist 
uses the tools of the therapist to help the 
child to the point where he can partici- 
pate in the academic world again. 

One of the most needed attributes of the 
teacher-therapist is a high degree of sen- 
sitivity. The emotionally disturbed child 
frequently camouflages his communication. 
The teacher-therapist must, therefore, hear 
that which is often unsaid, see through 
devious distortions, interpret and respond 
to pleas for help in an involved but pro- 
fessionally objective manner. 

The teacher-therapist must fully accept 
the child. This does not mean that she 
condones inappropriate behavior. It does 
mean that the child is always and uncon- 
ditionally “accepted,” but efforts are made, 
wherever possible, to effect favorable change 
in his behavior. Although a good, trusting 
relationship must exist between the child 
and the teacher-therapist, academic pur- 
suits are not put aside until the desired 
rapport is achieved. 

The teacher-therapist must also have 
sufficient training in related disciplines to 
enable her to take part effectively in the 
required team approach. 

The teacher-therapist is the key person 
for effecting desired change in the emotion- 
ally disturbed child in the school setting. 
But it is only when all related disciplines 
can join forces and integrate accumulated 
information in a meaningful way that pro- 

ess can take place. 

S with this kind of coordinated effort, the 
emotionally disturbed child now has an 
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opportunity for a satisfactory social, emo- 
tional and educational adjustment to the 
world in which we live. 
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THE STRANGER INSIDE YOU 
By Edward V. Stein 


Philadelphia, 
$3.75. 


Westminster Press, 1965, 152 pp. 


Writing for the average man and facing 
frankly the doubts and questions he has 
about himself, Dr. Stein explores the self 
with a view towards enabling one to come 
to some better understanding and handling 
of his own personality. He deals forth- 
rightly with the core concerns of searching 
people in terms of their own self-discovery 
and development. His language is free 
both from academic jargon and the rigidi- 
ties of any one psychological school. 

His dynamic presentation of the self 
starts with the basic need for identity and 
self-acceptance. It then ventures into the 
shadow-realm of the unconscious, where he 
exhibits our basic fears and the ways in 
which we defend ourselves from anxiety. 
The next chapter confronts the determina- 
tion that is part of our nature through in- 
heritance and early environment. 

Dr. Stein ventures boldly into the areas 
of sex, aggression and guilt and shows how 
each can be honestly met and positively 
handled. Indeed, in every aspect of this 
‘person within” there is a frank confronta- 
tion of the matter at hand and a judicious 
blend of the psychological insights and 
religious principles that can help us un- 
derstand and deal with the persons we are. 

Although he writes from the viewpoint 
of the Christian faith, Dr. Stein is candid 
about the history of repression in which 
religion has so often been the leader. In 
his last chapter, dealing with that part of 
ourselves which decides, evaluates and looks 
for meaning (and in the others as well), he 
posits a Christian faith free from moralism 
and sees faith as trust in a basic power 


which underlies all reality, including the 
reality of oneself. 

“Frank,” “honest,” “candid” and similar 
terms have been used to describe this book. 
Its language is clear; its viewpoint is eclec- 
tic; and the author leads us to a positive 
understanding and appreciation of the self 
within and the ways by which the resources 
of faith can be helpful in its development. 
—THE REVEREND WALDO H, KIHL- 
STROM, Cenar Grove, N. J. 


AN OUTLINE OF PSYCHIATRY 


By Clarence J. Rowe, M.D. 

Dubuque, lowa, William C. Brown Co., 1965, 177 
pp. 

“This is not intended to take the place of 
a textbook,” explains the author in his in- 
troduction to this fourth edition of a well 
known book. It is perhaps too much an 
“outline” and the effort to generalize 
occasionally leads to distortion. The scanty 
bibliography is disappointing (only three 
references to schizophrenia!). While the 
book is not useful to serious students of 
psychiatry, the binding and printing are 
excellent and the content might be useful 
to related nonprofessional fields where this 
“once over lightly” approach might be ade- 
quate—_STANLEY R. KERN, M.D., Irv- 
INGTON, N. J. 


THE COMMUNITY MENTAL 
HEALTH CENTER: AN ANALYSIS 
OF EXISTING MODELS 
A Publication of the Joint Information Service, the 
National Association for Mental Health and the 
American Psychiatric Association, Washington, D.C., 
1964, 219 pp., $3.00. 
The nationwide community mental health 
program seems off the launching pad at 
last. Many civic groups want more details 
about the organization, planning, construc- 
613 


tion, financing, program and operations of 
such facilities. Here, for the first time, is a 
prospectus of how such units are organized 
and what may be expected of them. 

Eleven centers are described in sufficient 
detail to permit any interested group to use 
them as working blueprints. The centers 
vary widely in sponsorship, location, size 
and financing, so that an inquirer can prob- 
ably find a facility matching his own limita- 
tions and needs. 

It is likely that there will be some criti- 
cism, particularly from state hospital per- 
sonnel, of the entire community mental 
health concept. Some state hospitals aspire 
to become nuclei of community mental 
health centers, but in his introduction to 
this volume Dr. Barton discourages this 
hope. He doubts if many such hospitals 
can provide the imaginative leadership 
needed, or are well enough located or suit- 
ably enough constructed, to serve as com- 
munity centers. Thus, feeling rejected, 
state hospital staffs may complain that these 
new installations will not meet the needs 
of their patients. However, in answer to 
this criticism, it must be pointed out that 
in the early stages (and no present com- 
munity center is beyond that), no such 
installation can possibly open its doors to 
chronic or untreatable psychotics. If they 
did, the centers would swiftly fill up to the 
rafters and thereafter would have to deny 
admission to the patients most likely to re- 
spond to intensive treatment. Actually, our 
society needs both types of hospital—just 
as it needs acute and chronic services in 
orthopedics, internal medicine or chest dis- 
eases. We already have a well-established 
network of institutions for the long-term 
mentally ill. What is now urgently needed 
—and what these new units can provide— 
is service for the acute psychotic and neu- 
rotic patient—service available in his own 
community, where a modern type of front- 
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line psychiatry can be effectively practiced. 
For that purpose, this compact book pro- 
vides workable models.— HENRY A, 
DAVIDSON, M.D., Cepar Grove, N.J. 


GUIDEBOOK FOR ALCOHOLICS: 
HOW TO SUCCEED WITHOUT 
DRINKING 


By Drake Weston, Ph.D. 
New York, Exposition Press, 1964, 136 pp., $3.50. 


The information, instruction and advice 
presented in Mr. Weston’s book have not 
previously been readily accessible to the 
average alcoholic. Furthermore, the writ 
ing is so clear, concise—yes, and entertain- 
ing—that it is easily grasped and under- 
stood. 

Mr. Weston is not above pulling jokes 
on himself and exposing his own rational- 
izations and excuses for drinking. The 
alcoholic instantly recognizes his kinship 
and can hardly take offense. 

The rehabilitation of the alcoholic em- 
braces three fields, says our author: 
spiritual, physical and psychologic. The 
spiritual is covered by Alcoholics Anony- 
mous, perhaps too well, as it often en- 
genders guilt feelings in a man already 
overburdened with them. Better to proffer 
a few psychologic insights to promote un- 
derstanding and to show how the road to 
recovery is attainable. 

There are many practical souls in the 
folds of A.A. who slip time after time be- 
cause the spiritual cure does not work. 
For them, a kind of disease cannot be cured 
by a kind of religion. They crave knowl 
edge and wish to understand themselves. 
In this department, Mr. Weston excels. 
He blasts the conception that one must 
“hit bottom,” become an utter slave to 
alcohol, before salvage can be begun. 
Early symptoms can be recognized and 
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drinking can be stopped before further 
damage is done, but stopped absolutely, 
and the reasons are given. 

Mr. Weston acknowledges sources from 
which he has drawn, but there is much 
evidence of original thinking. If the 
present book is successful, he says, he may 
go back and thoroughly examine the 
theories of Freud, Jung, Adler and others 
from the standpoint of alcoholism. It is 
from this direction that we would especially 
welcome more from Mr. Weston.— 
THEODORE A. ANDERSON, M.D., 
Cepar Grove, N.J. 


FACTBOOK ON MAN (2d. ed.) 
By Louis I. Dublin, Ph.D. 
New York, Macmillan, 1965, 465 pp. 


In 1951 Dr. Dublin published The Facts of 
Life, a ready reference work arranged in 
question-and-answer form, covering many 
aspects of human welfare. Under a new 
title, with the statistical data updated, this 
second edition has been brought out by the 
Macmillan Company. The questions are 
grouped under 25 large rubrics, covering 
such general areas as longevity, disability, 
suicide, mental health, patterns of marriage, 
the conquest of tuberculosis, the accident 
toll and so on. In his index, Dr Dublin 
identifies the NAMH as the National As- 
sociation for Mental Hygiene, though he 
has it right in the text. 

_ For the professional person, the material 
in his own field will be too elementary. 
But when he turns to areas with which he 
is unfamiliar, he will find the short and 
Clear answers extremely useful. A book 
like this will be helpful in getting back- 
ground material for public talks or in find- 
ing swift and simple answers to teasing 
questions in the general field of human 
welfare VICTOR HUBERMAN, M.D. 
Toms River. N.J. 
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CRISIS INTERVENTION: SELECTED 
READINGS 


Edited by Howard Parad, with contribu- 
tions from 36 other authors. 

New York, Family Service Association of America, 
1965, 368 pp. (soft-cover). 

In its final report, the Joint Commission 
on Mental Illness and Health reminded us 
that the purpose of social work is to al- 
leviate crises. Here is an anthology of 
articles dealing with ways of therapeutically 
intervening in crises. The readings are 
grouped into four overlapping categories: 
theoretical explorations, the measurement 
of crisis phenomena, the common crises as- 
sociated with the several epochs of life and 
clinical applications of problems in crisis 
intervention. 

Conventionally one thinks of a crisis as a 
danger point; but as several essayists here 
point out, it is also a challenge to an in- 
tervener’s skill and an opportunity for 
client growth. 

The collection opens with Erich Linde- 
mann’s 21 year old classical—and sem- 
inal—paper on grief. It still reads, to this 
reviewer, as a model of sound research, 
vivid writing and usable conclusions. 

The essays then range over an extraordi 
narily broad spectrum of problems— 
unmarried mothers, people losing jobs, the 
menopause, moving to distant communities, 
bereavement, becoming a parent, sweating 
out a clinic waiting list, suicide anticipa- 
tion, college drop-outs and entering kinder- 
garten. Each paper is short, compact and 
sharply focused. Naturally they vary in 
quality, wisdom and practicality. The best 
of the chapters are highly polished little 
jewels of thinking and writing. Some of the 
essays apply a rather conventionalized 
Freudian approach to problems, even when 
this orientation would seem inappropriate, 
impractical or stereotyped. An occasional 
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author, in a studied and sometimes preten- 
tious effort at being scientifically objective, 
Manages to squeeze out of his paper the 
compassionate humanness that the subject 
requires. And here and there, the reader 
is troubled by authors fascinated by their 
own jargon. On numerous pages we run 
into such words and phrases as stressor, 
angle of recovery, countercathectic move, 
life-space, omnicon and transactional pro- 
cess. 

Yet this is a book to be kept, referred to 
and frequently savored. A worker in any 
of the behavior professions may find here 
an account of a problem facing him—and 
often the text will fit his need as a hand fits 
aglove. This volume will earn its keep on 
the bookshelf of any professional worker 
who ever has to intervene therapeutically 
in the life of another human being — 
ADELAIDE H. DAVIDSON, M.S.W,, 
Newark, N.J. 


THE CHILDREN’S BOOKSHELF 
By the Child Study Association (2d ed.) 


New York, Bantam Books, 1965, 194 pp., $0.95 (soft- 
cover). 
This new edition of this well-known guide 
will be welcomed by all who have worked 
with or are charmed by children. The first 
section includes a warm, practical treatise 
on how to read to a child. There is inter- 
esting material on children’s tastes in read- 
ing, on Mother Goose, on poetry as a means 
of enchantment, on developing the child’s 
own library and on the case for fairy tales. 
The suggestions are sensible, free of cant 
and devoid of any know-it-all preaching. 
There is no assumption that a book creates 
an interest, but there is a lot of sage advice 
as to how to use books to develop an inter- 
est. 

Another section deals with books for 
parents. It includes a wise and witty 
chapter on what parents can—and cannot— 
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learn from reading. This is followed by 
book lists grouped under such headings as 
books about the family, childhood, schools, 
religion, ethics, sex education, recreation 
disabilities and the like. The backbone of 
this text, however, is the children’s read- 
ing list, divided first into age groups and 
then into sub-topics such as fantasy, folk 
tales, science, history, nonsense, fiction and 
so on. A remarkably compact one-line re- 
view is affixed to each title. A publisher's 
directory and an exhaustive 30-page index 
complete this meaty little volume. To any 
person who works with children profes- 
sionally, this paperback will prove as use- 
ful as his telephone directory and a lot more 
interesting. Better get two copies; if you 
are at all busy, you'll wear the covers off 
one in a few months——RALPH NEIL 
SHAPIRO, M.D., West Orance, N.J. 


THE FALLACY OF FREUD AND 
PSYCHOANALYSIS 


By Edward R. Pinckney, M.D. and 
Catherine Pinckney 

Englewood Cliffs, N.J., Prentice-Hall, 1965, 186 pp» 
$4.95. 

If you make a list of the major advances in 
psychiatry since the turn of the century, 
you will note that none of them came out 
of the United States. Whether it is the 
reserpine tranquilizers or psychoanalysis, 
psychosurgery or the open hospital, electric 
shock or insulin shock—they are all of Eu- 
ropean origin. This calls for some explan- 
ation. Why should this large, prosperous, 
imaginative and sophisticated country of 
ours have failed to be a pace-maker in 
psychiatry? 

The British and many Europeans say 
that the fault lies in America’s enchant- 
ment with psychotherapy. This, they feel, 
has blinded many American psychiatric 
leaders to the possible organic roots of emo 
tional disease. However, the most prestig- 
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ious of our psychiatric training programs 
and the more influential psychiatric de- 
partments in medical schools do seem to be 
those with an analytic orientation. This 
can be read either way. It might mean that 
these important installations are as famous 
as they are because they are on the right 
track, or it might mean that the dynamic 
psychiatrists have somehow captured the 
helm and are steering psychiatry on their 
own course. 

Dr. and Mrs, Pinckney are clearly in the 
latter camp. Dr. Pinckney, a diplomate in 
preventive medicine and a California in- 
ternist, believes that psychoanalysis is a 
fraud—more than that, he sees it as a kind 
of conspiracy. “Virtually every man, 
woman and child in the U.S.A.,” he writes, 
“has felt the effects of the Freudian fallacy.” 
Actually, some counts in his indictment are 
valid, but these have been so encapsulated 
in inaccuracies and distortions that the net 
effect is to dilute the legitimate criticism. 
As an example, consider the following ver- 
batim quotations from the Pinckney text— 
none of which, it seems to this reviewer, 
are fair statements of truth: 

“The fundamental principle of psycho- 
analysis is that every boy wants to rape his 
mother . . . if Freud is right, the prostitute 
should be the happiest person on earth . . - 
to an analyst, everything you do must be 
Sexually oriented . . . recent evidence shows 
that mental illness has a physical basis . - - 
Most of the sexual perversions of man are 
created by psychoanalysts . . . changes in 
the Earth’s magnetic field have a direct 
effect on one’s emotions . . . analysts say 
that Santa Claus was deliberately made fat 
because all men unconsciously want to be 
Pregnant . . . the vast majority of children 
who get into trouble have definite evidence 
of earlier brain damage . . . the analyst dis- 
Misses any obvious cause for mental con- 
fusion and harks back to sex, sex and more 
sex . . | mental illness can be detected by 
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brain wave measurements . . .” 

These are not quotations unfairly torn 
out of context, but are typical citations of 
the position taken by the Pinckneys, The 
authors flatly assert that “. . . the large ma- 
jority of patients who will not take medi- 
cine or follow therapeutic directions are 
those who have had involvement with psy- 
choanalysis.” 

On the other hand, it must be conceded 
that psychoanalysis has invited some of this 
criticism. It is probably true that analysis 
has sometimes destroyed a marriage rela- 
tionship by stirring up unconscious fan- 
tasies, or even by suggesting some, and that 
this gives some tincture of truth to the title 
of Chapter 7, “How to Muddle a Marriage 
for Money.” And analysts do underplay 
the usefulness of relief-giving medication. 
Roy Grinker is quoted as saying that “the 
analyst finds what he searches for and little 
else”—hardly a prescription for a scientific 
enterprise. There is also, it must be ad- 
mitted, some truth to the complaint that 
you have to plead the Fifth Amendment 
whenever you criticize analytic doctrine— 
because you know darned well that your 
criticism will be used against you. By com- 
pulsively following the dogma of “no phys- 
ical examination,” the analyst not only 
creates a mind-body dichotomy, but he also 
runs the risk of missing serious disease. And 
the Pinckneys are right in saying that “there 
is not one single experiment on record to 
support the doctrine that psychoanalysis 
has cured anyone of mental illness.” Nor 
will it do for analysts to take the position 
that their work is so precious, so unmeasur- 
able that it does not lend itself to the eval- 
uation techniques that apply elsewhere in 
medicine. In general, analysts do shy away 
from testing procedures of the type to which 
other medical specialists submit their hy- 
potheses- x 

The authors quote an unidentified 
spokesman for the American Psychoanalytic 
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Association as saying that less than a third 
of those who completed their analyses could 
be called cured. (Since a high proportion 
of entering analysands do not complete the 
course, the ratio of recovery must be even 
lower). Eyesinck’s survey in last summer's 
International Journal of Psychiatry sug- 
gests that the recovery ratio for emotional 
illness exceeds 33 per cent in untreated 
cases. It is thus not simply a crotchet of the 
Pinckneys to question the effectiveness of 
analysis. And the burden of proof would 
reasonably seem to be on the defense. 

Psychoanalysis is not immune to chal- 
lenge, but it is unfortunate that the chal- 
lenge comes in this shrill, often inaccurate 
book. But the temperate skeptic still waits 
for the evidence——WILLIAM S. SCHRAM, 
M.D., WESTFIELD, N.J. 


INTRODUCTION TO 
DEVELOPMENTAL PSYCHIATRY 


By B. C. Bosselman, M.D., I. M. Rosenthal, 
M.D. and Marvin Schwarz, M.D. 
Springfield, Ill, Charles C Thomas, 1965, 139 pp. 
$6.50. 

Rigidly adhering to the conventional psy- 
choanalytic formulation, the authors re- 
construct personality development from 
birth to adolescence. They review disorders 
of sleep, eating, social behavior and elimi- 
nation, interpreting these in standard an- 
alytic terms. There are chapters on adapta- 
tion to maturity, the crises of adolescence, 
the hospitalization of children, sexual iden- 
tification, learning, neurotic anxiety and 
character disorders. The book seems to be 
beamed at the medical student or possibly 
at students of social work, nursing and psy- 
chology. The authors have achieved the 
none-too-easy task of presenting material in 
correct terms without talking down to the 
reader and without overwhelming him with 
jargon —_ ABRAHAM LEFF, M.D., Union, 
N.J. 
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A SYNOPSIS OF CONTEMPORARY 
PSYCHIATRY (3rd. ed.) 


By G. A. Ulett, M.D., and D. W. Goodrich, 
M.D. 


St. Louis, Mo., Mosby, 1965, 299 pp., $6.95. 


For more than a decade, the compact little 
Ulett-Goodrich text has been a useful vade 
mecum for North American practitioners. 
This third edition thoroughly updates the 
volume. As with all “synopses,” there is the 
complaint of superficiality. The whole field 
of psychotherapy, for example, is covered 
in eleven pages; the growing problem of 
barbiturate addiction gets a once-over- 
lightly treatment in only seven lines. But 
you can’t have everything—and the medical 
student, house officer or neophyte psychia- 
trist will find this a handy ready-reference 
volume. An exceptionally rich roster of 
“suggested readings” makes this primer 
doubly useful. The wonder is how the au- 
thors managed to pack so much meat into 
so small a body.—FELIX A. UCKO, M.D, 
Newark, N.J. 


POPULATION AND MENTAL 
HEALTH 


By Henry P. David, Ph.D. 


New York, N.Y., Springer, 1965, 181 pp., softback, 
$4.50. 

Here is something for everyone. Adminis- 
trators, sophisticated laymen and clinicians 
—all can find an item or two of interest in 
this anthology. Joseph Douglass offers an 
interesting perspective on current mental 
health trends in the U.S.A. The interrela- 
tionships between private and public or 
ganizations are well reviewed, and cover 
this collaborative problem in several West- 
ern civilizations, A Viennese contribution 
stresses the influence of city planning 0n 
the emotional well-being of citizens. Before 
you open the book, you wonder how popu- 
lation problems can be integrated with 


mental health problems. But you soon find 
out. This is a report of the 1963 Annual 
Meeting of the World Federation for Men- 
tal Health on the theme of “population 
and mental health.” One unique feature 
of this volume is that the papers are given 
in their original language of presentation. 
—LEONARD GOLDFARB, M.D., CEDAR 
Grove, N.J. 


ZEN: A WAY OF LIFE 


By Christmas Humphreys 
New York, Emerson Books, 1965, 199 pp., $3.95. 


Published first in 1962 by the English Uni- 
versities Press, Ltd., ZEN: A Way of Life 
is this English author's eleventh book. All 
have been in this or related fields. Even 
without so impressive a listing, no reader 
could proceed more than ten pages into the 
book without feeling confident that the 
writer knows his subject. 

ZEN: A Way of Life is designed for those 
making an initial exploration. Its most 
important asset springs from Mr. Hum- 
phrey’s keeping this intelligent but naive 
reader constantly in mind. The introduc- 
tion (with its seven personality and char- 
acter prerequisites for any who would fol- 
low the way of Zen), transitions from 
chapter to chapter, on-the-spot explana- 
tions of new terms and the supplement with 
glossary, bibliography and index—all have 
the reader’s needs at heart. 

A subject so foreign to the logical West- 
ern mind is difficult to present at best. Add 
to this the further bewilderment of triple 
terms for the same concept. (Zen Buddhism, 
originating in India, later spread to China 
and finally to Japan.) It is a tribute to Mr. 
Humphrey's skill that he surmounts these 
obstacles as admirably as he does. Examples 
drawn from everyday life and exposition by 
analogy, often amazingly conceived, help in 
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the first; and immediate definitions, plus 
the glossary, in the second. 

The ten principles of Zen, a kind of sum- 
mary with which the book ends, had been 
better omitted, it seems to this reader. 
Treated in so living a way in the body of 
the book, in these brief statements the 
principles seem suddenly to fall flat and 
lifeless FLORENCE S. EDSALL, Mont- 
ctam, N.J. 


SHORT TERM PSYCHOTHERAPY 
By L. R. Wolberg, M.D., et al. 


New York, N.Y., Grune and Stratton, 1965, 48 ppa 
$9.75. 

Short term psychotherapy is sometimes de- 
rided as superficial and impermanent. Ac- 
tually, however, short term psychotherapy 
has special values in itself, apart from the 
saving of time. Long term therapy makes 
for passivity of the patient, accentuates the 
transference neurosis and overvalues in- 
sight. Recently the expansion of health in- 
surance policies proved to be a great stimu- 
lus to the development of short term ther- 
apies. So long as these policies contributed 
nothing to psychotherapy, they were no 
factor. Modern policies usually cover a 
limited number of psychotherapeutic visits. 
Helen Avnet’s chapter here indicates an 
improvement incidence of over 75 per cent 
in limited, short term psychotherapy. 
Masserman, with his usual deftness of 
touch, writes about rapid therapy of in- 
duced neuroses in animals. Paul Hoch, 
shortly before his untimely death, wrote a 
splendid section on the technical problems 
involved, here reproduced in full. Sandor 
Rado, in a scholarly chapter, weaves into 
the text several aspects of motivation. Tact- 
ical questions are reviewed by Dr. Wolberg 
in a chapter on the technique of short term 
therapy. Mrs. Wolberg and Dr. Harrower 
review the contributions of the social 
worker and the psychologist. The possibil- 
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ities of short term group psychotherapy are 
highlighted in a compact section by Alex- 
ander Wolf. Lother Kalinowsky describes 
the several adjunct somatic treatment tech- 
niques available. All in all, this is an ex- 
ceptionally practical handbook, prepared 
by a star-studded faculty of clinicians.— 
HERBERT BOEHM, M.D., New York, 
N.Y. 


MADNESS AND CIVILIZATION: 
A HISTORY OF INSANITY IN 
THE AGE OF REASON 


By Michel Foucalt (translated from the 
French by Richard Howard) 


New York, Random House, 1965, 300 pp. $5.95. 


Under the title Histoire de la Folie, Michel 
Foucalt published this book in 1961. It is 
now available, for the first time, in a highly 
idiomatic and eloquent English translation. 
Essentially, this is a history, not of psychia- 
try but of attitudes towards the mentally 
ill, the comic aspects that impressed people 
in the Middle Ages and the imaginative 
phases that were conspicuous during the 
Renaissance. Few of us know that in Cen- 
tral Europe, in the 1400s, the mad were 
placed on ships which restlessly moved 
from port to port carrying their cargo of 
the mentally sick. These were the Narren- 
schiffen: the ships of fools. The story is 
then traced to the period of confinement— 
seen in the 1600s as designed to “correct” 
wrong thoughts or to sever the wrong 
thinkers from the community—a concept 
that took 300 years to flower into the image 
of the asylum as a medical institution. 
There is a chapter on mediaeval methods 
for controlling lunacy: purification, segre- 
gation, retreat, exercise, regulation, music 
and immersion. In all, the book is salted 


620 


with many philosophic musings and liter- 
ary allusions. It is a slow-moving, elegantly 
written, scholarly treatise. It is well docu- 
mented, but, unhappily, has no index— 
ULYSSES FRANK, M.D., MILLBURN, N.J. 


CURRENT PSYCHIATRIC 
THERAPIES, 1965 


Edited by Jules H. Masserman, M.D. (with 
chapters by 39 other contributors) 


New York, Grune and Stratton, 1965, 306 pp. 


In this unusual book, psychiatry seems to 
have paused to catch its breath and take a 
long view. The contributors have packed 
into 300 pages an extraordinary variety of 
perspectives, positions and data. There is 
a chapter on the state of East Africa (with 
some rather frightening observations on 
South Africa thrown in), a little monograph 
of community psychiatry, a treatise on fam- 
ily therapy, a discussion of rehabilitative 
techniques, a review of the psychiatric as- 
pects of childhood and adolescence and 
several chapters on individual therapy. Al- 
though the book is supposed to deal with 
“therapies” in general, the present volume 
concentrates largely on psychotherapy. In 
fact, even where medication is recom- 
mended (as, for instance, in Jackson Smith’s 
chapter on the treatment of alcoholism) it 
appears in a section labelled “individual 
psychotherapy.” The index is cumulative 
for the four previous volumes, so if you do 
not have the other four handy, you will 
find yourself noting references without re- 
ferents. 

The scope of this volume is broad, the 
contributors write vividly and the entire 
book offers an exciting kaleidoscope of psy- 
chiatry today—WILLIAM S. SCHRAM, 
M.D., WESTFIELD, N.J. 
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REPRINTS OF ARTICLES 
IN “MENTAL HYGIENE” 


Please note that reprints of articles pub- 
lished in MENTAL HYGIENE are not 
available from this journal, but must be 
requested from the authors of the specific 
papers involved. Authors’ addresses or in- 
stitutional affiliations are usually indicated 
in a footnote on the first page of the article; 
if not, their addresses may be obtained 
from MENTAL HYGIENE. However, 
MENTAL HYGIENE retains authors’ ad- 
dresses only for one year (four issues). 


PSYCHIATRIC SERVICES IN 
SCANDINAVIA 


The health insurance programs of the four 
Scandinavian countries are, in some Te- 
spects, considered models—representing a 
true “middle way” in developing these re- 
sources. However, in a special “Health 
Care for All” section in its May 1965 issue, 
the English-language news magazine, The 
Scandinavian Times, found that “psychia- 
tric facilities in these countries are totally 
inadequate.” ‘This concise, thought-provok- 
ing and fact-filled six-page section on health 
care in Scandinavia is written by the well- 
known American medical news writer, 
Fradley H. Garner, who has lived in Den- 
mark for five years. Reprints of the 
“Health Care for All” section from this 
issue may be obtained from the Scandina- 
vian Times, Kompagnistrade 39, Copen- 
hagen K, Denmark. Refer to the May 
1965 issue. 


POVERTY MATERIAL WANTED 


Graduate students of the University of 
Toronto are planning a review of the 
North American literature on “Poverty. 


They want to enlist the help of colleagues 
in requesting copies of articles, speeches, 
pamphlets, booklets, unpublished papers 
and other pertinent material dealing with 
all aspects of poverty in North America. 
Please send material to Professor Benjamin 
Schlesinger, School of Social Work, Uni- 
versity of Toronto, 273 Bloor Street West, 
Toronto 5, Canada. 


GRANTS 


Grants totaling $4,955,000 to aid in the 
construction of three multidisciplinary 
mental retardation research centers have 
been awarded by the Department of Health, 
Education and Welfare to: the Children’s 
Hospital, Cincinnati, Ohio ($1,724,000); 
the George Peabody College for Teachers, 
Nashville, Tenn. ($2,404,000); and the 
Walter E. Fernald State School, Waltham, 
Mass. ($724,725). 
. . . 
Minnesota and Missouri were the first 
states to qualify for aid under the Com- 
munity Mental Health Centers Act of 1963, 
according to an announcement by Secretary 
of Health, Education and Welfare Anthony 
J. Celebrezze made June 11. Communities 
in both states may now submit applications 
for construction projects to the mental 
health authority in their state. 
yew 

The College of Nursing of the University 
of Bridgeport has been given a $19,768 
grant from the Department of Health, Edu- 
cation and Welfare to continue its training 
program for nurses in the mental health 
and psychiatric field. The program has 
established traineeships for junior or senior 
students in the college who intend to go 
into graduate work and pursue a career in 
mental health. 
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The National Institute of Mental Health 
has awarded a $300,000 grant to the San 
Fernando Valley Child Guidance Clinic 
(Calif.) to launch the nation’s first “open- 
end, drop-in” project for emotionally dis- 
turbed youngsters and their parents. The 
project will screen “drop-ins” for help or 
referral elsewhere and will provide open- 
end flexible group therapy settings. 


HONORS 


Mrs. Blanche Frank Ittleson, co-founder of 
the Henry Ittleson Center for Child Re- 
‘search (N.Y.C.), was awarded the honorary 
degree of doctor of humanities at Washing- 
ton University’s (St. Louis, Mo.) 104th com- 
mencement exercises, June 7. A former 
Board member of the NAMH, Mrs, Ittle- 
son has also served as a member of the 
Board of Governors of the Menninger 
Foundation and, in 1954, as United States 
Tepresentative to the annual meeting of 
the World Federation for Mental Health. 


+ * + 


Dr. Karl A. Menninger received the Dis- 
tinguished Service Award of the American 
Psychiatric Association at its 12Ist annual 
meeting, held in May in New York City. 
The award, the first of its kind in APA 
history, was presented for singular and ex- 
ceptional contributions to the advancement 
of psychiatry. 

* * >+ 
The first Robert T. Morse Writer’s Award 
given by the APA was presented to Miss 
Emma Harrison for her outstanding con- 
tributions to public understanding of psy- 
chiatry as a writer on the New York Times. 
The award is named after the late Robert 
T. Morse, long chairman of the APA Com- 
mittee on Public Information. 

* + + 


George K. Stürup, M.D., Superintendent 
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of the Detention Institution for Abnormal 
Criminals at Herstedvester, Glostrup, Den- 
mark, was given the APA’s $1000 Isaac Ray 
Award for furthering understanding be- 
tween psychiatry and the law. As recipient 
he will deliver a series of lectures on psy- 
chiatry and law at an American university 
(to be announced). 
* * * 


Jack H. Mendelson, M.D., Research As- 
sociate in Psychiatry at Boston City Hospi- 
tal, was this year’s winner of the APA's 
$1500 Hofheimer Prize for Research. He 
was awarded the prize for his research on 
many different phases of alcoholic prob- 
lems, both clinical and with laboratory ani- 
mals. 
+ *# *# 

The Agnes Purcell McGavin Award of the 
APA went to David M. Levy, M.D., for 
his outstanding contributions to the pre- 
vention of emotional disorders in children. 


APPOINTMENTS AND ELECTIONS 


Dr. Raymond Feldman has been appointed 
Deputy Director of the National Institute 
of Mental Health. He has been with the 
NIMH since 1957, having been named 
Chief of the Training Branch in 1959 and 
Associate Director for Extramural Programs 
in 1963. 

* + + 
Donald F. Klein, M.D., a member of the 
research staff of Hillside Hospital (Glen 
Oaks, N. Y.) since 1959, has been appointed 
to the newly created post of Director of 
Research at the hospital. 


* + + 


Dr. Eli A. Rubenstein has been appointed 
Associate Director for Extramural Programs 
of the National Institute of Mental Health. 
He came to the NIMH in 1958 as a pro- 
gram analyst in the Training Branch and 


has served as Chief, Training and Man- 
power Resources Branch, since 1963. 

* * * 
Newly appointed as Executive Officer of 
the National Institute of Mental Health 
is Billy J. Sadesky, who served previously 
as Financial Management Officer in the 
Office of the Director. 

* * * 
David S. Sanders, M.D., has been appointed 
Director of Psychiatry for the New York 
City Community Mental Health Board, as- 
signed to the Department of Hospitals. 
Dr. Sanders is Assistant Clinical Professor 
of Psychiatry on the faculty of Columbia 
University and has served as Senior Psychi- 
atric Consultant, Medical Division, for the 
Peace Corps. 

* * * 
The American Psychiatric Association’s offi- 
cers for 1965-66 took office May 7 at the 
close of the APA meeting in New York City, 
at which time the President-Elect, Dr. How- 
ard Rome, succeeded the incumbent Presi- 
dent, Dr. Daniel Blain. The newly elected 
President-Elect, Harvey J. Tompkins, M.D., 
will succeed Dr. Rome at the close of the 
APA's annual meeting in May 1966. Dr. 
Tompkins is Director of the Department of 
Psychiatry at St. Vincent's Hospital and 
Medical Center (N.Y.C.), Clinical Profes- 
sor of Psychiatry at New York University, 
and Chairman of the New York City Com- 
munity Mental Health Board. 

Also elected are the two new Vice Presi- 
dents, Marion Kenworthy, M.D., and Frank 
H. Luton, M.D. Dr. Kenworthy is the first 
Woman to be elected to high ofice in the 
APA, Secretary for 1965-66 is Robert S. 
Garber, M.D. 


NEW PUBLICATION 


Abstracts for Social Workers, a publication 
for professional personnel in the behavior 
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science field, will appear quarterly and con- 
tain over 200 abstracts in each issue. Each 
is culled from a responsible professional 
periodical and presents the conclusions of 
the authors or a summary of their findings. 
Annual subscription is $4.00 for members of 
the National Association of Social Workers, 
and $10.00 for others. Write NASW at 
2 Park Avenue, New York City 10016 for 
details. 


STATEWIDE CASE REGISTER 


The first statewide Psychiatric Case Regis- 
ter in the country is now counting Mary- 
land's mentally ill, recording their age, sex 
and other characteristics, following the se- 
quence of their care and noting their diag- 
nosis. A joint project of the National 
Institute of Mental Health and the State 
of Maryland, the Register provides infor- 
mation never before available on such a 
scale. 


TELEVISION SERVES PSYCHIATRY 


Under a grant from the National Institute 
of Mental Health, the Nebraska Psychiatric 
Institute has established a two-way, closed- 
circuit television connection between its 
center at Nebraska University College of 
Medicine in Omaha and the Norfolk State 
Hospital, 112 miles away. First of its type 
in the country, the system is designed to: 
permit more frequent clinical consultations 
between the two facilities, expand teaching 
and training assistance to the state hospi- 
tal, and provide the hospital with more 
frequent contact with families in the Omaha 
area (information-gathering, counseling and 
patient-family visits via television). 


NURSES FAVOR PASTELS 


Nurses at the Gainesville, Fla., Hospital and 


Clinic are against wearing conventional 
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white uniforms after four years of wearing 
colored dresses, street hose and shoes while 
on duty in the pediatrics unit. The prac- 
tice was followed up in a recent survey, after 
having been adopted in 1961 after a six- 
month experiment with the pastel-colored 
dresses. The experiment was to investigate 
the hypothesis that children are afraid of 
people dressed in white uniforms; conclu- 
sions were that the familiar-looking dresses 
aided children’s adjustment to the hospital 
and reduced the initial stress of hospitali- 
zation. 


NEW MENTAL HEALTH DEGREE 


Four Syracuse University students from a 
special graduate program in mental health 
communication have been accepted as in- 
terns by mental hygiene departments of 
three states. The internship is the second 
half of a new 2-year program leading to the 
master of science degree in mental health 
information, First of its kind in the coun- 
try, the program is supported by a $150,000 
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grant from the National Institute of Mental 
Health. Graduates will serve as public 
information officers for government, private 
agencies and community mental health cen- 
ters. 


ALCOHOLICS CAUSE ACCIDENTS 


A recent University of Michigan report re- 
veals that one-half of fatal traffic accidents 
are caused by chronic alcoholics, most of 
whom have severe psychiatric problems that 
immunize them against legal threats and 
educational appeals. The conclusion fol- 
lowed psychiatric investigation of 72 per- 
sons responsible for 87 fatal accidents over 
a three-year period. Much of the evidence 
was collected posthumously, from persons 
who knew the drivers. Thirty-six of the 
72 were alcoholics or pre-alcoholics. All 
but one of these, plus 31 per cent of the 
non-alcoholics, had been drinking imme- 
diately before the fatal accident. Before 
the accident alcoholic drivers had averaged 
0.7 major accidents and non-alcoholics, 0.03. 
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